OBSTETRICAL AND GYNECOLOGICAL NUMBER 


THE JOURNAL 


OF THE 


AMERICAN 


OSTEOPATHIC 
ASSOCIATION 


Vol. 48, No. 11 212 E. Ohio St., Chicago 11, Ill. July, 1949 


Osteopathic Progress Fund 


Five Year Quota 


$7,500,000.00 


Total Pledged $3,010,487.29 
Total Paid $1,391,701.59 
Per Cent of Quota Pledged 40% 
Per Cent of Quota Paid 18% 
Per Cent of Pledged Amount Paid 46°% 
Per Cent of D.O.'s Contributing 45% 


“im. Weiss & English on Psychosomatic Medicine 


This is not a psychiatry book. It is a modern, simply This New (2nd) Edition is completely up-to-date 


worded explanation of the relation of the emotions and thoroughly in line with modern concepts. It 
to general medical problems. It gives you down-to- alerts you to watch for psychic aspects in such dis- 
earth help on the diagnosis and treatment of the orders as hypertension, indigestion, bronchial asthma, 
many “borderline” cases that lie between psychiatry chronic appendicitis, constipation, arthritis, coronary 
and general medicine—those “irritating” cases that occlusion, and peptic ulcer, to mention just a few. 
refuse to respond to indicated therapy. The authors Much new clinical material has been added for this 
show you how to recognize the emotional component edition, especially on orthopedic and physical medicine. 


in such disorders, then—most important—they tell 

you cle th By Epwarv Wess, M.D., Professor of Clinical Medicine; and 0. 
: early and in matter-of-fact fashion wnat type Srurceon Encuisu, M.D., Professor of Psychiatry, Temple Univer- 
of treatment to use and how to use it. sity Medical School. 803 pages, 6”x9”. $9.50. New (2nd) Edition. 


W. B. SAUNDERS COMPANY West Washington Square, Philadelphia 5 


new name 


new formula 


new effectiveness 


MIYTINIC, Bristol's new and improved oral hematinic, retains 
the many advantages of VytiniCc, its forerunner in the field 
which has won such widespread acceptance. But additionally, 
the new formula includes almost double its previous iron 


content—in conformity with latest authoritative opinion— 
to insure optimum clinical response in iron-deficiency states. 


MYTINIC is a clear amber solution which is outstandingly 
palatable. It is probably unique in providing so generously 

the several factors deficient in hypochromic anemia in a form 
so acceptable to patients of all ages. The suggested adult 

daily dose provides these multiples of the minimum daily 
adult requirements: Iron x 15; Thiamine x 15; Riboflavin x 3, 
plus adequate amounts of niacinamide and whole liver extract. 


TRADEMARK 


formerly Vytinic 


MYTINIC CONTAINS PER FLUID OUNCE: 


Ferric Ammonium Citrate, NF.......................... 667 mg. 
Thiamine Hydrochloride (Vitamin B).................... 10 mg. 


Dosage: Adults—one tablespoonful, t.i.d., with or imme- 
mediately following meals; children—in proportion to age. 


Bottles of 12 fl. oz. and 1 gallon. 
May we send you a tasting sample? 


LABORATORIES INC. 


SYRACUSE, NEW YORK 
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presents 


important new members 
of the BAND-AID” family 


1. BAND-AID Patch Dressings 2. BAND-AID Spot Dressings 


Square occlusive dressings, 1¥2" x 1%" Circular occlusive dressings, 34" diameter 
Ideal for: face lacerations—head and scalp _Ideal for: hypodermic and parenteral injec- 
wounds—parenteral injections—puncture tions—blood tests—puncture wounds—small 
wounds — boils — blisters. Dressing warts, facial wounds—dressing of small skin lesions 
moles, small sebaceous cysts—hand lacera- such as furuncles, corns, callouses, warts, 
tions—Patch Testing. moles, ingrown hairs, 


BOTH have these important advantages! 


@ Elasticity. @ Sterile. @ Waterproof. 
@ Occlusivefeatureprovidescom- @ Individually wrapped. @ Non-raveling edges. 
plete and effective seal around all Vent hole for aeration.  @ Inconspicuous flesh color 


ORDER NOW THROUGH YOUR LOCAL DEALER! 


BAND-AID 
means made by Johnson & Johnson 


ndividually wra 
Sterile Pped 


individually 
ndividually wrapped 
Sterile 
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Synthetic Vitamin # ‘WARNER’ CAPSULES 


Eliminating 
fishy 
odor and 


WILLIAM R. WARNER & CO., INC. takes 
pride in announcing the synthesis of 
VITAMIN A and its availability to the 
medical profession for therapeutic use. 


Synthetic Vitamin A ‘Warner’ is iden- 
tical structurally, chemically, pharmacol- 
ogically and physiologically with natural 
vitamin A. 


Synthetic Vitamin A ‘Warner’ (Syn- 
thetic Vitamin A Acetate) is more stable 
than natural vitamin A, thus minimizing 
deteriorative losses or destructive losses 
in the gastrointestinal tract. Synthetic Vit- 
amin A Acetate ‘Warner’ is devoid of the 
fishy taste or odor so often found in nat- 
ural vitamin A preparations. 


The high stability of Synthetic Vitamin 
A ‘Warner’ assures greater available 
quantities for absorption and assimila- 
tion. Elimination of fishy odor and taste 
assures excellent tolerance by patients 
who are spared fishy aftertaste and fishy 
eructations. si 


Synthetic Vitamin A ‘Warner’ is indi- 
cated in all conditions where vitamin A 
therapy is required. 


Synthetic Vitamin A ‘Warner’ (Syn- 
thetic Vitamin A Acetate), is available 
in packages of 24 sanitaped capsules, 
25,000 units each. 


WILLIAM R. WARNER & CO., INC. 
NEW YORK ST. LOUIS 
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SCIENTIFIC 
PRENATAL 
SUPPORTS 


_ Designs developed over many 
years, infullconsultation with 
obstetricians, insure ample | 
_ support for the abdominal 
musculature, pelvic girdle and 
lumbar spine without con- 
strictionatany point. AllCamp 
Supports are accurately fitted 
about thepelvis. Thustheuter- 
is maintained in better po- 
sition, the abdominal muscles 
_ and fasciae are conserved and 
there is support for the re- | 
laxed pelvic joints. The patient 
is assisted in maintaining bet- 
ter balance in the course of | 
the postural changes of preg- 
nancy. Physicians may rely on 
the Camp-trained fitter for 


instructions. 
the Camp Book for 


Physicians and Surgeons”’, it~ 
will be sent on request. 


THIS EMBLEM is displayed only by reliable merchants in your community. Camp Scientific Supports 
are never sold by door-to-door canvassers. Prices are based on intrinsic value. Regular technical 
and ethical training of Camp fitters insures precise and conscientious attention to your recommendations. 


S. H. CAMP & COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 
Offices in New York * Chicago * Windsor, Ontario *« London, England 
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me Jelly are accepted by 
Council on Physical Med- 
icine and the Council on Phar- 
macy and Chemistry of the 
American Medical Associa- 


LANTEEN 


Twenty years ago Lanteen Medical Laboratories began pioneer work in 
contraception, a field which was then widely denounced. At that time, the most 
widely known contraceptive methods involved the use of such devices as lamb’s 
wool tampons, rubber sponges and cotton plugs. Home-made vaginal 
suppositories were often prepared to be used either with these devices or alone, 
A greasy concoction of cocoa butter and boric acid, which was first heated in a 
skillet and then placed in the ice-box to cool, was in common use. Primitive as 
those methods seem today, they served a useful social and medical purpose. 


The real pioneering task was to develop better products leading to more 
reliable and scientific contraceptive methods. Year after year Lanteen moved 
resolutely toward this goal and, through continuous research and study, the . 
Lanteen Diaphragm and Jelly method was developed. 

With the years came gradual recognition. Many of those opposed to 
contraception came to see the rightness of the cause Lanteen had so steadfastly 
supported. The improved Lanteen Method was hailed as the answer to a 
difficult problem. 


Now, after two decades of pioneering, Lanteen is still a leader in this field. 
The Lanteen Diaphragm and Lanteen Jelly are widely prescribed as a most 
modern, scientific advance in contraceptive technique. 

These twenty years have indeed been years of achievement. 

Lanteen Jelly contains: Ricinoleic Acid, 0.50%; Hexylresorcinol, 0.10%; Chlorothymol, 
0.0077%, Sodium Benzoate and Glycerine in a Tragacanth base. 


MEDICAL LABORATORIES, INC- 


900 North Franklin Street 
Chicago 10, Illinois 
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Dosage and Duration of Cereal Lactic Treat- 
ment: 


The idea of “teaspoon dosage” of medicinal 
products has been so thoroughly established 
in the minds of persons that it is extremely 
difficult to impress upon them the importance 
of mass culture treatment with Cereal Lactic 
(lactobacillus organisms). 

One of the essential conditions on which 
Cereal Lactic therapy rests is ingestion of large 


Cereal Lactic (Improved Vitamin) formula— 
supplies lactic acid organisms, vitamins and 
EIGHT essential enzymes. This formula is indi- 
eated in GASTRO-INTESTINAL disorders when 
hyperacidity and flatulence ARE NOT symptoms. 


Cereal Lactic (Antacid and Adsorbent) formula 
—supplies lactic acid organisms and enzymes 
PLUS an effective antacid and adsorbent formula. 
This product is indicated in GASTRIC disorders 
when hyperacidity and flatulence ARE symptoms. 


Both products are widely prescribed by the 
Profession as an effective treatment for Gastro- 
Intestinal disorders. 


mmm (lip the following information for your CEREAL LACTIC files: 


Two Valuable Dietary Food Supplements 


amounts of culture—preferably along with 


LACTOSE or DEXTROSE (Karo). 


Successful Cereal Lactic treatment depends 
not only on dosage, but also on the length 
of time over which it is continued. This must 
vary with the patient and with the nature of 
the illness. If longer administration is neces- 
sary, deleterious results need not be feared. 
Cereal Lactic may be classified as a dietary 
food supplement. 


Physicians’ Samples and Complete Information 


Available 


Upon Request 


CEREAL LACTIC COMPANY woopwarp. iowa 
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The incidence of mild protein deficiencies in 

children, predisposing toward infections and 

edema, is reported'* much greater than 

generally realized. Infant and adolescent 

requirements—not only for tissue repair 

and maintenance, but also for growth— 

are much higher than in adulthood.’ To 

insure adequate protein intake in infancy, 

Dryco — Borden's high-protein infant food 

in Vitomin — is ideally suited as a basis for formula 
im Vitamin bY building. It furnishes all the essential 
' , amino acids. \ts low fat content minimizes 

gastro-intestinal upsets due to fat intolerance, 

while its intermediate carbohydrate content 

lends itself for prescription with or without added 

carbohydrate. Quickly soluble in cold or warm 

water, DRYCO contains adequate vitamins 

A. B,, B, and D, plus essential milk minerals. 


References: 1. Dodd. K. and Minot, A. S.: J. Pediat., 8:442, 1936. 
2. Dodd. K. and Minot, A.S.: J. Pediat., 8:452, 1936. 
3. Sahyun, M.: Am. J. Dig. Dis., 13:59, 1946, 


BORDEN'S PRESCRIPTION PRODUCTS DIVISION 
350 Madison Avenue, New York 17, N. Y. 


In Canada write The Borden Company, Limited 
Spedina Crescent, Toronto. 


DRYCO is made from spray-dried, 
‘pasteurized, superior quality whole 
milk’ and skim milk. Provides 
2500 U.S.P. units vitamin A 

and 400 U.S.P. units vitamin 

D per reconstituted quart. 

Supplies 31 calories per 
tablespoon. Available 

at all drug stores in 1 

and 21/2 lb. cans. 
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R. J. Reynolds Tobacco Company, Winston-Salem, N. C. 


According to a Nationwide survey: 


Mb Deeb woke 


than any other cigarette 


Doctors smoke for pleasure, too! And when three leading independent research ~~ ~~ 
tions asked 113,597 doctors what cigarette they smoked, the brand named most was Camel 
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for 30 noted throat specialists, 
fod "| MADE WY OWN PERSONAL 
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The only 


antihistaminic 


ANTISTINE 
Ophthalmic Solution 


IMMEDIATE SYMPTOMATIC RELIEF of many ocular allergies 
is provided by the new Antistine hydrochloride Ophthalmic Solution, 


in contrast to the slower action of oral antihistaminic therapy. 


Antistine Ophthalmic Solution meets the need for ease and conve- 
nience of topical antihistaminic application. In a typical series of 
patients, “o.5% solution of Antistine used in the eye produced sympto- 
matic relief of burning and itching in cases of allergic conjunctivitis.”* 


Dosage is usually 1 to 2 drops in each eye. Side effects are infrequent. 
They are confined for the most part to transitory stinging. 


ANTIsTINE OPHTHALMIC SOLUTION 0.5% in 15 cc. bottles with dropper. 
ANTIsTINE ScorED TABLETS 100 mg., bottles of 100 and 1000. 


1. Friedlaender, A. S., and Friedlaender, S.: Annals of Allergy, 6: 23-29, Jan.-Feb., 1948. 


Cib 
I a PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


ANTISTINE (brand of antazoline)}—Trade Mark Reg. U. S. Pat. Off. 2/1420M 
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WHY MANY LEADING 
NOSE AND THROAT 
SPECIALISTS SUGGEST 


Where smoking is a factor in a throat condition, 
the physician may advise “Don’t Smoke.” 

But where the patient persists, many eminent 
specialists suggest “Change to PHitip Morris”. . . 
the one cigarette proved definitely less irritating.** 
Perhaps you too will find it advantageous 

to suggest to your throat patients 

“Change to PHitiep Morris.” For your 

own smoking as well, Doctor, in fact for all 
smokers, Philip Morris is by far the wisest choice. 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc. 
119 Fifth Avenue, N. Y. 


IF YOU SMOKE A PIPE... We suggest an 
unusually fine new blend—Country Doctor Pire 
Mixture. Made by the same process as used in 
the manufacture of Philip Morris Cigarettes. 


*Completely documented evidence on file. 
**Reprints on Request: 

Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngo- 
scope, Jan. 1937, Vol. XLVII, No. |, 58-60; Proc. Soc. Exp. 
Biol. and Med., 1934, 32,241; N. Y. State Journ. Med., Vol. 
35, 6-1-25, No. II, 590-592. 
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PHYATROMINE 


Physostigmine Falicylale and sAlopine Sulfate Injection 


When crippling muscle spasm presents 
obstacles to osteopathic manipulation, 
injection of PHYATROMINE* provides 


neuromuscular spasm due to indus- 
trial accidents and back sprains. 


FEATURES: Well-tolerated—atropine 


rapid relief and permits therapy to be 
instituted. Muscle spasm even of long 
standing is generally relieved in fifteen 
to thirty minutes...and the effect 


sulfate content minimizes muscarinic 
side-effects. Convenient — solution 
comes already prepared for use. 
Economical — cost of medication is 


may last for days. relatively low. 


FORMULA: One cc. contains 0.6 mg. 
each of physostigmine salicylate and 
atropine sulfate in a stable isotonic 
solution of sodium chloride. 
*Exclusive trademark of Kremers-Urban Co. 


PHYATROMINE is effective in the pre- 
vention and treatment of deformities 
caused by rheumatoid arthritis and 
. allied conditions, and in the treatment 
ees. of bursitis, fibrositis, spondylitis, and 


| 


ey 


Please send me: 

l Professional sample vial of 5 cc. without cost or obligation. 
30-ce. vials of PHYATROMINE @ $6.00 per vial. 

Boxes of 25 l-cc. ampuls @ $6.00 per box. 


(Quantity prices on request) 


>» Untan Co. 
Established 1894 
BOX 2038 
MILWAUKEE 1 


WISCONSIN 
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Single Purpose 
4 


As a Doctor your profession is 
highly specialized. This very fact 
enables you to give to your patients 
the finest type of service. Because 
you concentrate on the art of heal- 
ing, all your thought and effort is 
directed to benefit those who con- 
sult you. 


We at Vitaminerals, too, are spe- 
cialists. Our one aim is to provide 
you with the very best dietary sup- 
plements it is possible to produce. 
No other interests can deflect us 
from this mission. We like to feel 
that our concentration upon this 
very definite purpose has earned 
and held for us the trust and loyalty 
of your profession. 


ITAMINERALS ING, 
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Research shows how your patients 
can have good food at less cost 


Full-year field check by 19 Universities* establishes significant 
data on food costs. Study compares COSTS AND AVAILABILITY of 
12 commonly used Fruits and Vegetables in their four marketable 
forms—Fresh, Frozen, in Glass and in Cans. 


PEAS PER PENNY 


FOLLOWING 
ALL BASED ON SOL! 


PRICES 
VERAGE POUND 
D EDIBLE PORTION 


FROZEN PEAS 


FRE 


In these days of high prices, don’t 
people seeking your guidance con- 
stantly ask: “How can I get more 
food value for my food dollar?” 

19 leading American universities 
sought the answer in a 12-months’ re- 
search project—October, 1946 through 
September, 1947. The results of this 
comprehensive study on the 12 fruits 
and vegetables boil down to this: 
Penny for penny, canned foods in 
general give consumers more food for 
their money, as well as more nutritional 
values. Most foods in cans cost less than 
the same foods in glass—less than fresh 
foods—and far less than frozen foods. 
For example, study the “Peas per 
Penny” chart at left. 


SOUND RECOMMENDATION 


As you know, no matter how good a par- 
ticular food may be nutritionally, if it is 
not readily available, or if the price is 
high—that food is of little practical 
value. Therefore, the known nutritional 
values of food in cans, plus the high 
percentage of year-round availability 
and the low cost of canned foods in 
general, are a winning combination. 


Results of this pioneering coast-to-coast 
research again demonstrate how impor- 
tant canned foods are in relation to im- 
proved national nutrition. Their variety, 
their convenience for storage and use, 
together with their availability and 
economy, constitute a sound basis, we 
believe, for your recommending this 
solution to today’s high cost of living. 


booklet giving full details of Comparative 
Cost and Availability Study. 


*For full details see ‘Comparative Cost and Availability of 
Canned, Glassed, Frozen, and Fresh Fruits and Vegetables”’ 
in the April issue of the Journal of the American Dietetic Assn. 


CAN MANUFACTURERS INSTITUTE, INC. 
60 East 42nd Street, New York 17, N. Y. 


Please send me, free of charge, copies of the new 
booklet entitled: ‘“‘Canned Foods in the Economic 
Spotlight.” 
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SEND FOR A PHYSICIAN'S SAMPLE OF OUR 
PROTEIN DIGEST No. 26 


Sidamine ‘Tablets 


or 
Sidamine Granules 


the amino acid tablet—uncoated—but carrying 70% protein, 
no dextrose or other carbohydrate filler. 


In writing for samples, please give your degree. 


Professional Foods 
Cedar Rapids, Iowa 


COLCIN PAN-ENZYMES 


Send for details on a sound reducing regime and plan. 


NORMIN 


for RELIEF of 
constipation 
fy NEO-CULTOL 


without 
catharsis 


L. acidophilus in refined mineral oil jelly, chocolate 
~ flavored—restores normal intestinal flora and normal 
colonic function without griping, flatulence, diarrheic 


THE ARLINGTON 
CHEMICAL COMPANY 


YONKERS 1, NEW YORK 
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For Better 
Results in Arthritis 


Choice of an effective antirheumatic agent 
and close supervision during the therapeu- 


tic effort constitute rational management 
ae in chronic arthritis. With this = of attack, 
better results may be anticipated 


| STEROID COMPLEX, 
1. With Ertron therapy, improvement, both locally and sys- 


temically, has been reported in 701. out of 852 arthritic 
patients (82.2%). In a disease as resistant to treatment as 


rheumatoid arthritis, this result is striking.' “Subjectively 
generally improved systemic condition, increased muscular 
tone and less fatigue, pain and stiffness. . . . Objectively, less 
ond i in weight, functional activity and joint 


mobility. . 
2. Ertron is effective primarily in chronic arthritis of the rheumatoid type. It is not indi- 
cated in patients suffering from kidney damage. 
3. Observation of the patient at reasonably frequent intervals demonstrates the consistent 


arthrokinetic influence of Ertron and, at the same time, serves to control any untoward 


reactions that might appear. These are rare*; marked intolerance requiring cessation 
of therapy occur in only 1.4% of patients, while minor side effects, mainly gastro-intes- 


tinal, may be encountered in about 8% of patients. “These mild digestive disturbances 
disappear almost immediately after the cessation of Ertron administration and usually 


do not recur when this therapy is again instituted.”* 


BIBLIOGRAPHY 
(1) Magnuson, P. B.; McElvenney, R. T., and Logan, E E.: J. Michigan M. Soc. 46:71,1947. 
(2) Snyder, R. G., and Squires, W. H.: New York State J. Med. 40:708, 1940. 


(3) Cohen, A., and Reinhold, J. C.: Indust. Med. 17:442, 1948 
(4) Farley, R. T.; Spierling, H. F., and Kraines, $. H.: Indust. Med. 10:341, 1941 


LABORATORIES ¢ DIVISION NUTRITION RESEARCH LABORATORIES « CHICAGO, ILL 
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Controlled Study 


CONFIRMS IMPORTANCE OF 


Morning Meal 


A study* recently 
concluded at the 
Departments of 
Physiology and 
Nutrition of the 
college of medi- 
cine at a distin- 
guished university established that 
the value of an adequate breakfast, 
as recommended by nutrition au- 
thorities, is definitely reflected in 
maximum work output and mental 
acuity during the pre-noon hour. 


It also demonstrated that the 
long continued omission of break- 
fast detrimentally affects maximum 
work output, simple and choice 


reaction time, and neuromuscular 
tremor. 


Under adequately controlled 
conditions data were collected on 
the effects of four different break- 
fast habits on the maximum work 
output, mental acuity, and neuro- 
muscular tremor of six young 
women ranging from 22 to 27 years 
in age. The breakfast habits inves- 
tigated constituted habituation to 
an 800 calorie breakfast, effects of 
which were considered the critical 
standard, to no breakfast, to coffee 
only (1 cup of coffee, 1 ounce of 
cream, no sugar), and to a 400 
calorie breakfast. 


*Reprint of the study referred to 
will be sent on request. 
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From the data gathered the follow- 
ing conclusions were reached: 


1. When “‘no breakfast”? was the 
morning habit, maximum 
work output showed a’signif- 
icant decrease, while a notable 
increase resulted in simple and 
choice reaction time and in 
tremor magnitude. 


. Habituation to coffee only 
showed a similar decrease in 
maximum work output, with 
corresponding increase in re- 
action time and in tremor 
magnitude. 


. When habituation to the 400 
calorie breakfast was accom- 
plished after the “‘coffee only” 
period, a significant increase 
over the findings in the “‘coffee 
only” period in maximum 
work outputresulted and both 
simple and choice reaction 
time as well as muscle tremor 
magnitude showed a note- 
worthy decrease. 


The authors point out that no di- 
rect comparison could be made of 
the physiologic responses during 
the 400 calorie and 800 calorie 
breakfast periods, because the 
breakfast period of “‘coffee only” 
occurred between the 800 calorie 
and 400 calorie periods. 


This controlled investigation 
now provides experimentally 
established support for the widely 
advanced admonition “Eat an Ade- 
quate Breakfast.”” For, though the 
authors do not draw this conclu- 
sion, it may well be reasoned 
inversely that maximum work out- 
put should be increased, and men- 
tal acuity improved, when faulty 
breakfast habits are replaced by 
the eating of an adequate morning 


CEREAL INSTITUTE, INC. 


135 South La Salle Street « Chicago 3 


A RESEARCH AND EDUCATIONAL ENDEAVOR DEVOTED TO THE BETTERMENT OF NATIONAL NUTRITION 
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Literature and Other Items 


Sold by The American Osteopathic Association. 


Pamphlets 


A BRIEF HISTORY OF OSTEOPATHY 
By Ray G. Hulburt, D.O. 24 pages. 44x7%. $5.00 per 
100. 5c each. 


THE OSTEOPATHIC SCHOOL OF MEDICINE 
Published in response to requests from schools, ed- 
itors, public officials, libraries, and others for a brief 
reference outline of osteopathy. (Seventh printing). 
16 pages. $10.00 per 100. 10c each. 


OSTEOPATHY—THE MODERN SCHOOL OF 
MEDICINE 

A brief non-technical discussion of the philosophy 
of osteopathy, by Percy H. Woodall, D.O. 32 pages, 
well illustrated. $6.00 per 100. 6c each. 


OSTEOPATHY—QUESTIONS AND ANSWERS 
24 pages, written in the popular quiz style. $5.00 per 
100. 5¢ each. 

OSTEOPATHY — WHAT IT IS NOT AND 
WHAT IT IS 

By Ray G. Hulburt, D.O. 24 pages. $5.00 per 100. 
each. 

OSTEOPATHY 


One of a series of guidance leaflets by Walter J. 
Greenleaf (U. S. Office of Education). 12 pages. $5.00 
per 100. 5c each. 


OSTEOPATHY AS A CAREER 


By Wilfrid E. Belleau. 40 pages. Beautifully printed. 
Single copies 60 cents. In quantities $35.00 per 100. 
Order direct from Park Publishing House, 4141 West 
Vliet St., Milwaukee 8, Wisc. 


OSTEOPATHIC SCHOOL OF PRACTICE 
By R. C. McCaughan, D.O. History and scope of 
osteopathy and opportunities offered as a vocation. 
4 pages. $2.00 per 100. $18.00 per 1000. 2c each. 


CONSTITUTION AND BY LAWS AND CODE 
OF ETHICS OF THE AMERICAN OSTEO- 
PATHIC ASSOCIATION 


16 pages. $9.00 per 100. 10c each. 

ABSTRACT OF LAWS GOVERNING THE 
PRACTICE OF OSTEOPATHY 

A 24-page digest of the qualifications for practicing 
osteopathv in each state and rights and privileges 
granted. $24.00 per 100. 25c each. 

YOUR OSTEOPATHIC PHYSICIAN 

Briefly covers the education and training of an osteo- 
pathic physician. 4-page leaflet. $1.50 per 100. 2c each. 
BACK INJURIES IN INDUSTRIES AND COM- 
PENSATION INSURANCE 

Three articles by experienced osteopathic company 
doctors. 40 pages. $8.00 per 100. 8c each. 
OSTEOPATHY IN INDUSTRY 


The Employer's Viewpoint—The Industrial Physi- 
cian. 12 pages. $7.50 per 100. 8c each. 


OSTEOPATHY AND THE KENNY METHOD 
OF TREATING INFANTILE PARALYSIS 


22 pages. $5.00 per 100. 5c each. 
THE OSTEOPATHIC PROFESSION AND ITS 
COLLEGES 


By Lawrence W. Mills, Vocations Director of the 
American aed Association. 32 pages. $24.00 
per 100. 25c each. 


The Association does not sell or take orders for items not listed herewith. 


OSTEOPATHIC BRIEFS 
4 pages. Size 6x9. Order by number. Make up in 
assortment to suit. 


TITLES 


Osteopathic School of Practice 
Influenza 

Pneumonia 

Sciatica 

Acute Infectious Diseases 
Strains and Sprains 

Periodic Health Examinations 
Nervous Diseases 

Osteopathy in Athletics 
Backache 

Osteopathy in Obstetrics 
Chronic Arthritis 

Proctology 

Osteopathy for the Feet 
Diseases of Women 

Friendly Fever 

Modern Treatment of Hernia 
The Acutely Sick Child 

Why Osteopathic Hospitals— 
Osteopathy in the News— 
—Wm. Randolph Hearst 
What Osteopathy Is and Is Not— 
lf I Need Relaxation— 
—Mark Sullivan 

*26 Women in Osteopathy 


Prices: $2.00 per 100. $18.00 per 1,000. 


Set of samples 40c. (Price credited on first order of 
$3.00 or more). 
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Books 


PATHOGENESIS OF VISCERAL DISEASE FOL- 
LOWING VERTEBRAL LESIONS. (1948) 


By Louisa_Burns, M.S., D.O. Introductions by Louis C. 
Chandler, D.O. and S. V. Robuck, D.O. 338 pages; illus- 
trated; handsome cloth binding. $6.00 postpaid. 


CELLS OF THE BLOOD 
— Burns, D.O. 410 pages. Formerly $8.00, now 


RESEARCH BULLETIN NO. 6 
124 pages. Formerly $4.00, now 25c. 


THE INTERVERTEBRAL DISCS 
Observation on their normal and morbid Anatomy in 
Relation to Certain Spinal Deformities. By Ormond A 


Beadle. 96 pages. Reprinted 1946. Paper bindin 1.00 
Cloth $1.50. 


Periodicals 


JOURNAL OF THE AMERICAN OSTEOPATHIC 
ASSOCIATION 

The official technical publication of the osteopathic pro- 
fession. Of interest to physicians, vocation counsellors, 
teachers and prospective students. 50c per copy. Year's 
subscription $10.00. To libraries and schools $5.00. 


OSTEOPATHIC MAGAZINE 

A monthly health publication for the laity, stressing the 
prevention and treatment of disease by osteopath:c 
methods. 15c or copy. (Quantity on request.) Year’s sub- 


scription, $1.25. Schools and libraries $1.00. 
DIRECTORY OF OSTEOPATHIC PHYSICIANS 


Issued annually about March Ist. Price $10.00. Speci:! 
rates to doctors, students, and advertisers. 
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Osteopathic Diagnosis 


for the successful management of your patient 


Our diagnostic procedures make possible the discovery of underlying factors 
responsible for your patient’s state of ill health. Diagnostic experience with 
thousands of cases has proven the necessity of finding and treating the 
causative factors—not the symptoms—of disease. This practice enables you 


to produce the maximum permanent benefit in the minimum length of time. 


Reports of all findings, together with suggestions for treatment are included in your 
patient’s Case Abstract. A copy of this report is forwarded to you, the referring 


physician, to assist in your direction of the case. 


Ottawa Arthritis Sanatorium 
and Diagnostic Clinic of Ottawa, Illinois 


A REGISTERED OSTEOPATHIC HOSPITAL 


“ARTHRITIS NEWS” (Vol. 7 No. 2)—Will Reach You This Month 


ournal A.O.A, 19 
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binder. 


Official — Size 8!/,x 11 — 
Folded to fit box file. 


CASE HISTORY 
BLANKS 


Please specify whether Stand- 
ard or Official. 


Standard — Size 8l/,x II 
Ruled paper, punched for 


Price $2.00 per 100, postpaid 


A.O.A., 212 E. Ohio St. 
Chicago Ill. 


and still going strong! 


T’S the darndest thing I ever saw!’’ said one of our cus- 

tomers the other day. And small wonder. A couple of years 
ago we took ten Tycos* Aneroids at random from stock and 
attached them to this test apparatus. To date it has actually 
pulsated them 260819 times—the equivalent of using your 
Tycos 20 times a day for 36 years. Six times a minute, day 
after day, they’ve been inflated from 0 to 200mm. At the “36 
year” mark nine are still perfect! The tenth shows a maximum 
error of 4mm (clearly indicated because the pointer doesn’t 
return within zero—a visual check on Tycos accuracy!) 


What’s more, only Tycos sphygs come with the speedy hook- 
cuff. Zip open pocket case, circle cuff once around arm, hook 
it on—and you're ready for action. Your Ty- 
cos Aneroid is accurate in any position; and 
easy reading dial registers up to 300mm. 

$36.50 complete with zipper case. Ten year guar- 
antee means we’ll adjust your Tycos Aneroid free 
of charge even if you drop it! See it today at your 


surgical supply dealer’s. Taylor Instrument Com- 
panies, Rochester, N. Y., and Toronto, Canada. 


* Registered Trade-Mark 


‘mean ACCURACY | 


The Tycos Aneroid .. . The Binoc Clinical 


Besides for the 
proctologist, the 
BLENDTOME | 
offers advantages 
for the G. P. as | 
well as the special- 
ist. This moderate 
priced portable 
unit equips the 
doctor with easier 
technics for biopsy, 
cervical conization, 
mass removal of 
various growths 
and’ numerous 
other surgical pro- 
cedures, 


DESTRUCTION OF 


RECTAL POLYPS 


BLENDTOM 


/j 


Electrosurgical Unit 


Many authorities 
consider fulgur- 
ation of rectal or 
sigmoidal polyps a 
superior method 
because it mini- 
mizes hemorrhage 


and affords better [| 


convalescence. The 
BLENDTOME 
Portable Electro- 
surgical Unit pro- 


vides facility for | 
fulguration, coagu- | 


lation or excision 
of pedunculated 


polyps, diffuse 
polyps, “multiple | 


polyps” and other 
tumorous condi- 
tions of the colon. 


Send for free literature. 


THE BIRTCHER coRPORATION 


To: The BIRTCHER Corp., Dept. D-7-9 $ 

5087 Huntington Dr., Los Angeles 32, Calif. : 

Please send me your free brochure on the * 
Portable Elec: 


Blendtome 


Name 


trosurgical Unit. 
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spotlight 
PSORIASIS 


Each passing week brings RIASOL into clearer 
view as an effective means for dealing with psoria- 
sis. Physicians are focusing much attention on this 
outstanding prescription because they know from 
experience that it really works. 


Clinical tests show that RIASOL is unusually 
efficacious in clearing up scaly, psoriatic lesions in 
most cases. Recurrences are generally minimized. 
Patients are so grateful for the prompter cosmetic 
relief usually afforded by RIASOL that they co- 


operate 100% in following instructions. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 

rying. A thin, invisible, economical film suffices. 

No bandages needed. After one week, adjust to 
patient’s progress. 


RIASOL is promoted ethically. Supplied in 4 
and 8 fld. oz. bottles, at pharmacies or direct. Mail 
coupon today for your free clinical package. Prove 


RIASOL yourself. 


MAIL COUPON TODAY— 
PROVE RIASOL 
YOURSELF 


SHIELD LABORATORIES 


12850 Mansfield Ave., Detroit 27, Mich. 
Please send me professional literature and generous clinical package of RIASOL. 


Before Use of Riasol 


After Use of Riasol 
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94.4% accurate in 431 cases reported' 
FEATURES: 
@ New simple office procedure—only other reliable methods. 


plate. 


to 30 minutes. 
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“minute diagnosis 


Westerfield ”risrnnca CO., INC., DAYTON, OHIO—FINE PHARMACEUTICALS SINCE 1894 


of pregnancy 
WITH THE 


eatenfield> 
CHEMICAL 
PREGNANCY TEST* 


(CARSON-SAEKS METHOD) 


@ Economical—costs less per test than 


apparatus required is a beaker and hot 


avaitasie: Complete test kit; also refill 


units and individual replacement parts 


through your physicians’ supply dealer. 


: . Ri W. A.; Carson, R. M., and Sacks, R. R.: 
@ No delay—results can be read im- & Gynec. 56: 958 (Nov) 1948." 
mediately. *U. S. Pat. Applied For. 


Journal A.O.A, 
July, 1949 


$39.50 ($43 West of Miss.) 
Additional dividers, 20¢ each. 


202 Tillary St., Brooklyn 1, N. Y. 
j Send me the Utility-Storage File: 
OO Olive Green; [) Silver Grey 


0) Send descriptive folder. 


Utility-Storage File 


PROFESSIONAL PRINTING CO., INC. 


© Remittance enclosed [] Send C.O.D. 


DR. VERRIE WYSE SAYS: 


TAKES LESS THAN 3 SQ. FT. OF SPACE 
. . « STORES HUNDREDS OF ITEMS. 


A sturdy all-steel cabinet combining 10 utility drawers, pro- 
vided with three adjustable dividers, and 3 generous storage 
compartments, closed by swinging door. Ideal for storing 
all those items so hard to find . . - bandages, drugs, instru- 
ments, samples, cancelled checks, stationery, journals, etc. 
Keeps everything neat and orderly and within easy reach. 
SPECIFICATIONS: Outside dimensions: 3614,”H, 24”W, 


16”D. Inside drawers: 3”H, 83/4”W, 1514”D. Olive green 
or silver grey. 


FILE FOLDER ON REQUEST: Illustrated, descrip- 


tive folder of special doctors’ office files on request. 


STATIONERY + HISTACOUNT PRODUCTS 


PRINTING + RECORDS + FILES & SUPPLIES 


22 
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WHEN THE DIET 


Comparison of the accompanying two col- 
umns of nutritional values clearly shows why 
Ovaltine in milk has been so widely accepted 
as a highly effective multiple dietary food sup- 
plement. 


Column A lists the National Research 
Council’s Recommended Daily Dietary Al- 
lowances for each 100 calorie portion in the 
diet of a 154-pound man of sedentary oc- 
cupation. Column B lists the amounts of 
*Based on average reported values for milk. Three servings of 
Ovaltine, each made of 4 oz. of Ovaltine and 8 fl.oz. of whole 


milk, the daily dosage recommended for diet supplementation, 
provide 676 calories. 
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the same nutrients provided by a 100 calorie 


portion of Ovaltine in milk. 
A B 
N.R.C. Diet Ovaltine in Milk* 
CALORIES 
CALCIUM 
IRON 


RIBOFLAVIN ............0. 
NIACIN 

ASCORBIC ACID 

VITAMIN D 

PROTEIN 


The easy digestibility of Ovaltine in milk and 
its universally appealing flavor enhance its 
value as a dietary supplement. Chocolate Fla- 
vored Ovaltine is especially liked by children. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 


23 
St res 
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PHOSPHORUS.......... 60 mg............139 mg. 
O08 mg............0.30 meg. 
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Treatment Tables and Stools Available 


IDEAL 
FOLDING 
TABLE 


Well constructed, strong. 
Will not tip or shake. 
Easy to open and close. 
Length 69”. Width 22”. 


Height 271%”. Weight 32 
Ibs. 


Walnut finish. 

Simulated leather 
covering. 

Heavy standard padding. 

~ ott weight 35 to 37 
s. 


Price—$40.00 


Handmade by expert craftsmen. 


Solid oak legs 3”x4”. 
Length 72”. Width 22”. 


130 Ibs. 


standard padding. 


Para (rubber and hair composition vailable at 
thick "$12.00; 2” thick.” $15.00. 


IDEAL STRAIGHT TABLE 


Handsome, Strong, Durable, Comfortable. 


Height 27%”. Shipping weight 125 to 


Brown artificial leather cover over heavy 


extra cost— 


Paratex padding at extra cost— 
14%” thick, $12.00; 2” thick, $15.00 
Heavy Standard Padding—$45.00. 


IDEAL STOOL 


Sturdy and well-made. Will not tip over. 


Solid oak construction. Three and four rungs. Top made of 
one piece solid oak 114” thick. . 


Light oak, dark oak or walnut finish. 
Length 22”. Width 14”. Height 20”. Shipping weight 25 Ibs. 
Polished top ............. $25.00 Upholstered top..............$28.00 


DISTRIBUTORS 
American Osteopathic Association 
212 E. Ohio St., Chicago 11, Ill. 


| 
i j 
The manufacturers of these tables and 
steels give an unconditional guaran- 
tee en workmanship and materials. 
All items shipped {.c.b. from factory j 
ms im Kirksville, Mo. Cash must accom- | 
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New (2nd) Edition—Just Ready 


BURCH and WINSOR— 
A PRIMER OF ELECTROCARDIOGRAPHY 


By GEORGE E. BURCH, MLD., F.A.C.P. 


l\-nderson Professor of Medicine, Tulane University School 
o! Medicine; Senior Visiting Physician, Charity Hospital; 
Consultant in Cardiovascular Diseases, Ochsner Clinic, 
New Orleans. 


‘le importance of this book, proved beyond a 
doubt since its first appearance only a few years 
a_o, warrants the revision which has been given to 
tis helpful primer. In this new (2nd edition) the 
mechanisms responsible for the various patterns of 
infarction are discussed in greater detail and are 
supported by numerous new illustrations. Unipolar 
leads replace bipolar precordial leads and the illus- 
trations and discussions have been changed accord- 
ingly. A new feature is a discussion of the intrinsic 
deflection. The entire text is enlarged by 30 pages 
and contains 61 new illustrations. 


and TRAVIS WINSOR, M.D., F.A.C.P. 
Assistant Clinical Professor of Medicine, University of 
Southern California Medical School; Director of Nash 
Cardiovascular Foundation, Hospital of the Good Samaritan, 
Los Angeles. 


With this authoritative book—a primer in every 
sense of the word—practitioners and students en- 
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Posture has been defined as the attitude assumed 
by the body.* It is an acquired trait—an expression of 
the individual that develops as he grows—founded upon 
the structure of his individual body, its development, 
the demands of his activity, and the customs of his 
particular society. Downing? emphasizes that posture 
is physiologic and, as such, is in a continuous state of 
motion or flux. Poor posture is that which produces 
strain, limits physiologic movement, and embarrasses 
function. 


CAUSES OF POOR POSTURE 


Bad habits, the demands of occupation, anatomical 
variations, pain, and disease may produce poor posture. 
Of these, the first two will be considered in this paper. 
The most common postural fault is the dropped front 
panel, a fault that is usually produced by bad postural 
habits, occupational strain, or both. While bad postural 
habits may result from carelessness, more frequently 
they follow improper training and social fads. 


The individual acquires his postural pattern during 
his formative years, and although this pattern may be 
changed by subsequent training or occupation, it is a 
large factor in determining his physical reaction to 
later training. The normal physiologic curves of the 
spine are absent in the infant, and develop as the child 

comes ambulant. Adaptation to the force of gravity 
requires a forward arching of the lumbar spine, a 
posterior arching of the thoracic spine, and a slight 
forward arching of the cervical area in the orthograde 
posture. Serial films of growing children indicate that 
postural stability is not acquired until the eighth to 
twelfth year. The preschool child is prone to ape his 
parents in postural habits, as in other things. Even 
though his rapidly developing body grows away from 
any established pattern during this period, habits of 
carriage and body use will be initiated. 


On entering school, the child is exposed to other 
factors that have important influence upon the postural 
pattern. IlI-fitting seats and desks encourage bad sitting 
habits. Ill-advised gymnasium instruction, which in- 
sists on the “toes-out-shoulders-back” routine, exag- 
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gerates the pelvic inclination and lumbar lordosis. 
Periods of rapid growth make the individual child con- 
spicuous among his associates and encourage slouching. 
The necessity of wearing outgrown clothes encourages 
the boy to try to shrink into them. The young girl can- 
not wait to get into the lovely high heels that will do so 
much damage to her gait and her pelvic and spinal 
balance. At the same time she becomes self-conscious 
about her developing breasts and so drops her shoulders 
and flattens her chest to hide them. During the John 
Held, Jr. era and again in the late thirties we saw the 
smart set in our schools imitating the popular debutante 
slouch. Other social fads stem from the limitations 
imposed by fashion. 


THE DROPPED FRONT PANEL 


Occupational strain productive of the dropped 
front panel is brought about because individuals work 
with arms extended, head down, concentrating on effort 
that is in front of them and a little too low. Typist or 
toolmaker, cook or carpenter, bookkeeper or blacksmith 
—all tend to work in a semi-stooped position that forces 
the chest into the position of expiration and flexes the 
thoracic spine. Fatigue, accelerated by this posture, 
tends to exaggerate and consolidate it. Sitting occupa- 
tions invoke another postural habit productive of the 
dropped front panel. The pelvis is flexed on the thighs 
in assuming the sitting position, the buttocks are placed 
on the chair with the pelvis still tilted forward and the 
weight of the individual locks it in that position. The 
anterior borders of the ischial tuberosities take the 
weight load, and the sitter straightens up by hyper- 
extending the lumbar spine. So-called posture chairs 
serve to exaggerate this tendency. Eight hours daily 
in this position leads to increased pelvic inclination and 
increased lumbar lordosis. Compensatory changes com- 
plete the picture of the dropped front panel. 

The series of changes which occur in the dropped 
front panel are illustrated in Figures 1 to 5. The 
changes are interdependent and may be initiated at any 
point in the series. Experience has led me to believe 
that the most common sequence is that shown in these 
figures. 

In Figure 1 the thin line represents the normal 
physiologic position of the thoracic cage and abdominal 
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Fig. 1 Fig. 2 Fig. 3 Fig. 4 Fig. 5 


wall. Depression of the thoracic cage, produced by the 
failure to keep the chest up, lowers the costal attach- 
ment of the abdominal muscles and permits the belly 
wall to sag. It will be noted that the shape of the 
thoracoabdominal cavity is completely changed and that 
an alteration in the relative position of their contents 
would become a necessity. 

The muscles of the abdominal wall form the sus- 
pensory support of the front of the pelvis. All but one 
of the six pairs attach to the lower ribs. These muscles 
protect and support the abdominal viscera, assist in 
regulating the intrathoracic and intra-abdominal pres- 
sure, and aid in micturition, defecation, emesis, and 
parturition. The sag produced by the lowering of the 
thoracic cage impairs all of these physiologic activities 
and encourages forward tilting of the pelvis (Fig. 2). 

The sacrum is an integral part of the pelvis. In- 
creased pelvic inclination places the sacrum in a posi- 
tion of flexion and increases the angulation of the 
sacral base plane. The lumbar spine is carried forward 
by the altered sacral position and increase in the lumbar 
lordosis is the inevitable result (Fig. 3). 


When the changes described above have taken 
place, the body weight is shifted well forward of the 
normal center of gravity and the body attempts to re- 
establish some degree of balance by increasing the 
kyphosis of the thoracic spine. The apex of the kypho- 
sis usually lies between the fifth and eighth thoracic 
vertebrae with the upper thoracic spine in forward 
inclination. Continuation of this forward thrust of the 
spine causes tilting of the skull so that the line of vision 
is directed downward a few feet in front of the subject 
(Fig. 4). 

Nature attempts to keep the eyes on a level and 
the line of vision directed forward. This is accom- 
plished in the dropped front panel by the production 
of cervical lordosis. The drag of the depressed thora- 
cic cage on the scalenes and sternocleidomastoids exag- 
gerates the gooseneck attitude and embarrasses cervi- 
cal activity (Fig. 5). 

The typical question mark posture, so common in 
our population, is the result of the changes outlined. 

There is a*tendency to exaggerate when preparing 
illustrations, but that is not true with regard to Fig- 
ures 1 to 5. Many cases present a more marked degree 
of postural imbalance than that shown. Photographic 
evidence is offered in Figure 6. This young woman 
presents an excellent example of dropped front panel. 
The depressed thoracic cage, sagging belly, increased 
pelvic inclination, lumbar lordosis, and dorsal kyphosis 
produce the appearance of fatigue and low body effi- 
ciency. A front view (Fig. 7) shows the subclavicular 
and subcostal hollows, and the prominent anterosuperior 
spines that mark such cases. 
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Good and poor posture are both illustrated by 
Figures 8 to 11. These pictures might well be “before 
and after” shots as used in some types of advertising. 
Actually, they were both taken “after.” This young 
man had improved his posture through treatment and 
postural exercises to the point where he appeared «s 
shown in Figures 10 and 11. He was able to assunie 
his original degree of poor posture by permitting the 
front panel of his body to sag as shown in Figur: s 
8 and 9. 

In good posture the chest is well up, the abdoni ) 
flat, the head well balanced on the cervical spine. T! 
shoulders are relaxed and there is no evidence «— 
strain. When the front panel of the body is droppe: . 
the patient exhibits the factors of poor posture—d: 
pressed thoracic cage, sagging belly, increased pelv - 
tilt, and exaggerated spinal curves. The head dro; 
forward and the drag on the cervical muscles is a) 
parent. 


THE SPINE 


The spine has several functions. It supports t! 
weight of the trunk, head, and upper extremities ; 
is articulated to permit free and complex movemen' 
of the trunk ; it serves as a conduit for the spinal corc - 
it contains foramina for the exit of the spinal nerve 
The posterior walls of the foramina are formed by tl 
articular processes. The spinal canal contains the m« 
ningeal coverings of the cord with their vascular an | 
cerebrospinal fluid circulations. The red marrow of the 
vertebral bodies has a large share in the hemopoietic 
function of the adult. The descending aorta rests on 
the spinal column and conforms to its contour. The 
important lateral chain ganglia of the sympathetic nery 
ous system follow the vertebral bodies. 


Good posture provides the optimal mechanicai 
circumstances for normal conduct of these important 
functions. The stress of body movement is evenly dis 
persed through the many spinai articulations so that 
localized strain is avoided. No impediment to vertebral 
or intravertebral circulation is established, and the 
fluctuation of cerebrospinal fluid is unembarrassed. 


Tracings (Fig. 12, 13, 14a, 14b, 15a, and 15b) 
have been made from the photographs, Figures 6 to 11, 
in an attempt to show more clearly the picture of the 
dropped front panel type of posture. Other tracings 
based on the photographs have been made to illustrate 
schematically how this type of poor posture embar- 
rasses physiology and produces perverted function of 
various bodily systems. 


Figure 16b illustrates what happens to the spine 
in the dropped front panel type of poor posture as 
contrasted with the spine in good posture (Fig. 16a). 
The normal anteroposterior curves are exaggerated and 
poor mechanics for the support of the trunk, head, and 
upper extremities are established. Strain will accumu- 
late at the apices of the curvés in the thoracic and cer- 
vical areas and at the lumbosacral and thoracolumbar 
junctions. The exact location of these apices may vary 
in different individuals, but they usually are found be- 
tween the fifth and eighth thoracic vertebrae and in the 
lower cervical area. 


Osteopathic spinal lesions will recur at these areas 
as long as the poor posture remains. Stoneman® ha: 
expressed the opinion that articular arthritic lesions ar¢ 
only aged articular osteopathic lesions. The increase | 
anteroposterior curves will alter the size and shape «f 
the intervertebral foramina and will have detriment: | 
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effects upon the arteries, veins, and nerves passing 
through them. Degenerative pressures are brought to 
bec on the invertebral disks and sclerotic changes take 
pl.ce in the annulus fibrosus, making it more suscep- 
tiie to trauma. The arterial and venous circulation to 
th. spine and intraspinal structures is handicapped by 
th. altered relations and by the pressure and tensions 
-he tissues involved in the increased curves. The 
oe of the dural sac is changed and variations in the 
tuation of cerebrospinal fluid can be expected. 
Altered circulation to the red marrow of the ver- 
‘al bodies will affect its hemopoietic activity and 
tribute to changes in the blood picture. The descend- 
aorta will conform to the shape of the spinal col- 
1 and the bombardment of blood flow at the bends 
reated will increase the tendency toward atheromat- 
ov. and sclerotic changes. The velocity of blood flow 
in the inferior vena cava, where the pressure is nor- 
m. ‘ly low, will be decreased. The sympatheti¢ ganglia 
wi be exposed to excitation arising from the osteo- 
pathic lesions produced by thé inevitable localization of 
strain, as well as to chemical changes in the radiate 
ligaments at the costovertebral articulations upon which 
they rest. 
THE THORACIC CAVITY 
The capacity of the thoracic cavity is determined 
to a large extent by the relative position of the ribs. 
Elevation of the ribs increases both the anteroposterior 
and lateral diameters of the chest. The amount and 
character of the increase vary at different levels in the 
chest. The first ribs and manubrium sterni act in 


unison, rising during inspiration by movement at the 
costovertebral and manubriosternal articulations. Active 
respiratory movement at the junction of the manubrium 


and sternum is physiologically normal and should be 
discernible in all patients under 60 years of age. Anky- 
losis of this joint takes place in later life. The greatest 
anteroposterior expansion takes place from the second 
to sixth ribs inclusive. Lateral expansion is produced 
by elevation of the seventh to tenth ribs and the antero- 
posterior diameter of this area is slightly decreased 
during inspiration. 

The intercostal nerves, arteries, and veins circum- 
navigate the body in the groove on the undersurface 
of each rib. Good costal posture is essential for the nor- 
mal function of these tissues. The ribs and sternum 


Fig. 6 Fig. 7 
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harbor a large portion of the blood-forming red mar- 
row, hence normal circulation to these bones is neces- 
sary in maintaining normal hemopoiesis. The thoracic 
sympathetic ganglia, resting upon the radiate ligaments 
of the costovertebral articulation are afforded best 
functional environment when good posture exists 
(Fig. 17a). 

The ribs are elevated by the action of the external 
intercostal muscles whose fibers run obliquely forward 
and downward from each rib to the next inferior. 
Contraction of these muscles depresses the superior rib 
and elevates the inferior rib. In normal posture the 
scalenus muscles resist the depression of the first and 
second ribs, hence contraction of the external inter- 
costals brings the ribs up toward the first. This action 
is hampered in poor posture by the pre-existing de- 
pression of all the ribs, including the first and second, 
and the impaired function of the scaleni from the drag 
of the sagging thoracic cage (Fig. 17b). 

The decreased chest capacity limits active respira- 
tion to a small portion of the lungs, crowds the heart 
and mediastinal vessels, and decreases the circulatory 
efficiency. The intercostal arteries, veins, and nerves 
are placed in poor functional relationship and nutrition 
of the important marrow of the ribs and sternum is 
jeopardized. Marked limitation in costal movement 
brings about restriction of activity at the manubrio- 
sternal articulation and predisposes toward early ankyl- 
osis of this junction. The radiate ligaments at the 
costovertebral articulations are placed on tension and 
undergo chemical and structural changes that create 
hazards to the adjacent sympathetic ganglia. 

C. S. Green* has reported an interesting observa- 
tion. When he was a student at Kirksville, he was told 
by Dr. Still that one of his patients would die from a 
coronary attack. On being requested for an explana- 
tion of that prediction, Dr. Still pointed out that there 
was a sharp angulation at the manubriosternal articula- 
tion and that the first three ribs were depressed. Dr. 
Green says that he has watched for such findings in 
his practice and has observed 22 cases in which this 
relationship of the first three ribs and manubrium was 
associated with coronary disease. He has found that 
bilateral pressure on the third ribs, either at their 
sternal or vertebral articulations, produces a sensation 
of smothering in all such cases. 

THE DIAPHRAGM 

The principal function of the diaphragm is to 
assist in the mechanics of respiration. Contraction of 
the diaphragm lowers its dome and increases the thora- 
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Fig. 12 


Fig. 13 


Fig. l4a Fig. 14b 

cic capacity approximately 270 cc., thus causing the 
intake of an equivalent amount of air. Factors affecting 
the upward excursion of the diaphragm in expiration 
are the subatmospheric intrathoracic pressure and the 
pressure of the abdominal viscera. In the recumbent 
position, the upward pressure of the abdominal viscera 
is considerably greater than in the erect position. In 
the standing position, the weight of the abdominal con- 
tent tends to exert a downward pull on the diaphragm 
and limits its upward excursion. 

The excursion of the diaphragm in the average 
person with good posture is about 1.2 cm. in quiet 
breathing and about 3 cm. in forced breathing® (Fig. 
18a). Goldthwait and others® show tracings from 
fluoroscopic examination of easy and forced respiration 
which would indicate that these figures are conserva- 
tive. The range is seriously decreased in the dropped 
front panel by the altered relationship of the structures 
affording diaphragmatic attachment, the increased drag 
of the abdominal organs, and the decrease in the nega- 
tive pressure within the thorax (Fig. 18b). 

The rhythmic movement of the diaphragm is asso- 
ciated with and contributes largely to the alternating 
pressure in the thorax. The intrapleural pressure is 
always subatmospheric and varies during quiet respi- 
ration from about minus 2 millimeters of mercury in 
expiration to about minus 6 millimeters of mercury 
during inspiration. Forced inspiration (especially at- 
tempted inspiration with the glottis closed) may in- 
crease the negative pressure to about 40 millimeters of 
mercury; and forced expiration under the same cir- 
cumstances may produce a positive pressure of about 
50 millimeters of mercury. While this alternating pres- 
sure is concerned principally with respiration, it has 
important side effects. The pressure of blood in the 
venae cavae where they enter the right auricle is very 
low, about 5 millimeters of water. The alternating sub- 
atmospheric pressure in the thorax aids in maintaining 
this venous flow by its pumping action. Lymph circu- 
lation takes place in a closed system of lymph capillaries 
and lymph channels. The flow of lymph is aided by the 
contraction of muscles and by the pumping action of 
the diaphragm. 
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Fig. 15a Fig. 15b Fig. l6a Fig. 16b 
The mechanical activity of the organs contained 
in both the thoracic and abdominal cavities is facilitated 
by the movement transmitted from diaphragmatic ex- 
cursion, as well as by the pressure changes produc«d 
by this excursion. Limitation of the excursion in poor 
posture deprives the organs of this mechanical ail. 
Circulatory stasis of both the blood and lymph in the 
capillary sinuses of the organs is favored by such de- 


creased motility. 


The diaphragm takes its origin from the xyphoid 
process, from the inner surface of the anterior portions 
of the lower six ribs and their cartilages, and from the 
lumbar vertebrae. In good posture, this places the 
origin of the anterior portion of the diaphragm at a 
higher level than the posterior portion (Fig. 19a). The 
dome of the diaphragm, the central tendon, rises to the 
level of the fourth costal cartilage on moderate inspira- 
tion, and is slightly higher on the right side than on the 
left. The depressed thoracic cage in poor posture alters 
the relative position of the anterior and posterior por- 
tions of the diaphragm, changes the direction of pull 
of its muscle fibers and depresses its dome (Fig. 19b). 
The shape of both the thoracic and abdominal cavities 
is further changed by this diaphragmatic effect, and the 
organs contained therein must adapt their function to 
the changed structural conformation. 


The liver is frequently palpable below the costal 
margin in this type of posture. Although liver function 
will be embarrassed by the change in position, the 
deleterious’ effects on portal circulation, and disturb- 
ances in autonomic balance, the palpable liver is some- 
times misjudged to be a separate clinical entity. [t 
must be recognized as a part of the total picture of poor 
posture in individuals with a dropped front pan:|. 


The three large openings in the diaphragm for the 
passage of the inferior vena cava, the esophagus ar 
vagus nerve, and the aorta and thoracic duct are alter: 
in their shape and relationship by the depressed di \- 
phragm. The importance of impediment to the norm! 
function of any of these structures hardly needs e: - 
phasis. 
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THE HEART 

The heart is contained in the pericardium which 
makes suspensory attachment to the esophagus behind, 
the pleura laterally, and the body of the sternum an- 
teriorly, and is firmly fused with the central tendon 
of the diaphragm. The suspensory ligament of the 
diaphragm extends downward from the posterior por- 
tion of the cervical fascia, passes around the heart, 
and attaches to the central tendon of the diaphragm. 
In normal posture these tissues support the heart in 
good functional position and protect it from trauma 
which might be inflicted by body movement ( Fig. 20a). 
Dropping of the front panel of the body causes the 
sternal attachment of the pericardium (the sterno- 
pericardial ligament) to tug downward; the flattening 
of the dome of the diaphragm lowers its support to 
the heart and pulls down on the pericardium. The 
altered pull on the suspensory ligament permits 
further sagging of the heart and tends to compress 
it (Fig. 20b). Downward displacement of the heart 
interferes mechanically with contraction and creates a 
pull on the aorta and pulmonary vessels which de- 
creases their lumen. Animals held upright for pro- 
longed periods often die from the impairment of 
cardiac function and circulation. Nature has provided 
a greater margin of safety in man so that the effects 
of downward displacement are not immediately seri- 
ous. However, Goldthwait and his colleagues® report 
that long continuance of the downward displacement 
of the heart leads to incompetence of the right ventricle 
and the gradual development of decompensation. 


THE LUNGS 
_ In themselves, the lungs are incapable of expan- 
sion and contraction. At birth the air sacs are un- 
distended and solid. Expansion of the chest creates 
a negative pressure and the inflowing air under atmos- 
pheric pressure blows the lungs up to fill the thoracic 
space. In normal posture, the thoracic space is some- 
what larger than the lung can fill by simple unfolding, 
and the differential in intrathoracic and atmospheric 
pressures places the lung tissue on stretch. The elas- 
ticity so created facilitates respiration and places 
tension on the capillary walls so that they become more 


Fig. 19a Fig. 19b Fig. 20a Fig. 20b 


efficient in carrying out the interchange of gases. 

The average man utilizes about 500 cc. of air in 
easy respiration, but is capable of inhaling about 3000 
cc. on deepest possible inspiration after full expiration. 
Even after full forced expiration, about 1000 cc. of 
air remain in the lung. When the thoracic wall is 
depressed, and the excursion of the diaphragm limited 
by poor posture, the respiratory capacity is greatly 
decreased. The residual air volume is increased, due 
to the limited chest movement and limited dia- 
phragmatic excursion. The volume of tidal air remains 
fairly close to that of the individual with normal 
posture, that is, easy respiration with the individual 
relaxed and resting will be closely parallel in the two 
individuals. The volumes of complemental and sup- 
plemental air (the added amounts which the individual 
is capable of inhaling and exhaling through forced 
respiration) show wide variation, with a great decrease 
in these volumes in the person of poor posture. This 
means that the normal individual can adjust to extra 
demands for oxygen with comparative ease, but the 
person with poor posture soon builds up an oxygen 
debt with its resulting anoxia. Since all of the cells 
of the body require an adequate supply of oxygen to 
maintain normal function, it is obvious that the effi- 
ciency of total body physiology is decreased in direct 
relation to the demands placed on the person with 
poor posture. 

THE CIRCULATORY SYSTEM 

The heart is the prime source of energy which 
drives the blood through the vascular systems. The 
two sides of the heart contract simultaneously and 
maintain the flow of corresponding volumes of blood. 
The right heart is occupied with driving the blood 
through the relatively short pulmonary system while 
the left heart must propel an equal volume of blood 
through the more extensive general circulation. The 
pressure of the blood stream decreases in direct pro- 
portion with the distance that the blood has traveled 
from the heart, the loss of pressure being due to the 
expenditure of energy in overcoming the friction be- 
tween the blood stream and the vessel wall. The 
maximum pressure is found in the aorta and there is 
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a rapid loss of pressure as the blood passes through 
arteries of decreasing size and through the arterioles. 
The pressure loss is progressive through the capil- 
laries and veins at a more gradual rate until the blood 
re-enters the heart from the venae cavae. At this point 
the pressure represents only about 5 mm. of water. 

The velocity of the blood stream remains fairly 
constant until the capillary lake is reached. Although 
the number of vessels increases progressively from 
aorta to arterioles, the total area of the blood stream 
at the arterioles is only slightly greater than at the 
aorta. The flow of blood is slowest in the capillary 
bed for, although the individual capillary is only 
slightly larger in diameter than the red corpuscles, 
the total of the sectional areas of the capillaries would 
be 600 to 800 times that of the aorta. It is in the 
capillary lake that the vital functions of the blood 
stream are effected, and the immediate amount of blood 
in any capillary area is controlled by the caliber of 
the arterioles supplying that area. Still’ proclaimed 
that a disturbed artery marked the beginning of dis- 
ease to the hour and minute and it is obvious that 
disturbance at the level of the arteriole would exert 
immediate and extensive effects upon the efficiency 
of the capillaries supplied by the disturbed arteriole. 

Postural defects which cause increased pressure 
upon organs or supportive tissues embarrass capillary 
circulation. The thin layer of endothelial and Rouget 
cells that comprise the capillary walls have little re- 
sistance to external pressure and the internal pressure 
exerted by the blood stream on the capillary is low. 
Consequently postural strains deter circulatory values 
at the site of least velocity, low pressure, minimum 
defense against external forces, and maximum site of 
physiologic duty. 

These diagrams (Figs. 2la and 21b) were 
designed to demonstrate the need for balance between 
pulmonary and general circulation. The mass of capil- 
laries below the heart represent the entire skeletal and 
visceral circulation, while that above the heart repre- 
sents pulmonary circulation. Since the right heart can 
pump into the pulmonary circulation only that amount 
of blood which reaches it from the general circulation, 
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and since the output of the left heart is controlled \y 
the amount of blood reaching it through the pulmona -y 
circulation, it follows that circulatory stasis anywhere 
in either of these systems will influence the to.al 
circulation in both systems. 

Another factor whereby poor posture decreases 
the circulatory efficiency is shown in Figure 22. The 
relaxed belly wall and visceroptosis found in the type 
of poor posture illustrated produces an increasing 
density of the abdominal content in the lower part of 
the abdominal cavity. The venous return from the 
lower extremities is carried to and through the paired 
hypogastric and external iliac veins to the common 
iliacs. The ptosed and crowded organs in the lower 
abdomen and pelvis exert greater than normal pres- 
sure upon these vessels and decrease their capacity. 
Progressive loss of pressure and failure of the dia- 
phragm and thoracic cage to maintain efficient pumping 
action slows down the uphill flow of venous blood 
from these areas. 


THE GASTROINTESTINAL TRACT 

Cellular nutrition starts with the ingestion, diges- 
tion, and assimilation of food. Taking for granted 
the availability of food, ingestion depends to a great 
extent upon appetite, and among the many factors 
influencing appetite, the status of the stomach is of 
no little importance. The individual beset by flatulence, 
achlorhydria or hyperacidity, gastric retention or 
nervous gastritis does not look upon food with pleas- 
ure. His appetite is poor and finicky and conflict 
exists between his desire for food and fear of the 
consequences of partaking’ thereof. 

Digestion, initiated by mastication and saliva, 's 
carried on by the stomach and the intestinal tract. 
The peristaltic activity, stimulated by intake, mix-s 
the food and digestive juices and moves the ma-s 
along the digestive tract. The normally situated sto:- 
ach (Fig. 23a) is designed to carry out the digesti-¢ 
procedure with high efficiency in conjunction wih 
the small intestine, biliary tract, and pancreas. T i¢ 
dropped front panel sabotages this whole producti \n 
line. The esophageal tug produced by the flatten d 
diaphragm has been mentioned. The stomach is fore d 
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Fig. 25a Fig. 25b Fig. 26a 


down from its normal position and assumes a fish-hook 
shape (Fig. 23b) that lends itself to distention, im- 
pairment of peristaltic activity, and altered emptying 
time. The stretched gastric walls increase the permea- 
bility of the gastric capillaries and impede circulation. 
Carbon dioxide is released from the blood stream and 
produces much of the flatulence encountered in such 
cases. The glands of the stomach become inhibited 
or stimulated, according to other factors (autonomic 
and psychic) and achlorhydria, hyperacidity, or gas- 
tritis may result. Many suspected “ulcers” will dis- 
appear upon relief of the postural impairment of the 
stomach. 


The stomach has been referred to as the emo- 
tional barometer because of its tendency to reflect the 
emotional status of the individual. Every patient with 
a psychic disturbance complains of “butterflies,” 
“lumps,” “weight,” or “cold” sensations in the stomach. 
I believe that the vague distress created in this organ 
by the dropped front panel type of posture is a con- 
tributing factor to much emotional instability. 


Figures 24a and 24b show a diagram of the large 
intestine in good and bad posture. It can be inter- 
preted to represent both the large and small intestine. 
Digestion is completed in the intestine and the assimi- 
lation of the end products takes place there. In normal 
posture, peristaltic activity maintains the smooth flow 
of chyle at the rate most suitable for digestion and 
assimilation in the individual. Bile and pancreatic 
juices are properly mixed with the food and sufficient 
time is permitted for the resulting chemical reactions. 
The ptosed gut of poor posture leads to disharmony 
of this nicely balanced function. Unnecessary “kinks” 
slow down the flow of material, and the resistance 
so created calls forth massive or cumulative waves 
of peristalsis. Borborygmi, cramps, and constipation 
harass the patient and he becomes increasingly aware 
ot physiologic embarrassment in a function that should 
not reach his consciousness. I wonder how many 
patients have submitted to appendectomy when pos- 
‘ural improvement would have eliminated cecal reten- 
tion and the “chronic appendix” ? 


Fig. 26b 
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The gastrointestinal tract is supported by the 
mesentery and receives its blood vessels through the 
folds of the greater and lesser omentum ( Fig. 25a). 
These supportive membranes are attached to the pos- 
terior abdominal wall and suspend the stomach and 
the small and large intestines in fanshaped folds. The 
celiac, superior, and inferior mesenteric arteries send 
branches in extensive anastomoses through these folds 
to supply the intestinal tube. The mesenteric veins pick 
up the return flow from the intestinal capillaries and 
converge into the portal system. Ptosis of the abdomi- 
nal organs places tension on the omental folds and their 
contained vessels, stretching and decreasing the lumen 
of those vessels (Fig. 25b). Multiple folds and bends 
in these vessels, that occur as a result of the intestinal 
displacement, further impede circulatory factors. Small 
wonder that the slouched patient complains that he 
does not derive any benefit from the food he eats. 
His fatigue is increased by the malnutrition resulting 
from the impaired portal circulation. The biliary func- 
tion of the liver is affected by altered porta! circulation 
and digestive disturbances are again favored. Cycles 
within cycles of perverted physiology are initiated by 
the structural perversions of poor posture. 
THE PANCREAS AND SUPRARENAL GLANDS 

Figures 26a and 26b represent the effect of pos- 
tural faults upon the pancreas and suprarenal glands. 
It will take a little imagination to follow the thought 
they are meant to convey. Lack of artistic ability pre- 
vented a true pictorial representation and exaggerated 
distortion of blood vessels and anatomical relationship 
have been employed to create an impression, rather 
than an exact picture. Energy, both muscular and 
mental, is supplied by the utilization of glucose and 
oxygen. Good balance of function between the pan- 
creas and the suprarenals is essential to the proper 
utilization of glycogen as liberated from the liver. The 
allergies appear to be closely associated with supra- 
renal malfunction and recent investigation of epilepsy, 
migraine, and associated conditions points an inquir- 
ing finger at disturbances in the balance of insulin, 
adrenalin, and glucose. 
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The suprarenals receive their blood supply from 
the superior, middle, and inferior suprarenal arteries ; 
the pancreas is supplied by many branches from the 
splenic artery. The displacement of these organs by 
postural changes alters their relationship to their source 
of arterial supply and impedes the venous drainage. 
Nutritional changes in the cells of these glands, either 
through disturbance to their vessels, or through other 
factors previously described tend to upset the delicate 
balance of function. 

Functional hyperinsulinism has been demonstrated 
as a common condition in autonomic imbalance* and 
hypoadrenia has been pointed out as a basic factor 
in allergies® by osteopathic authorities. These glands 
form important links in the neuroendocrine system 
and the disturbances indicated would apply equally 
throughout this system. I believe that postural factors 
and their sequelae may be primary factors in the pro- 
duction of endocrinopathies, and that our present trend 
toward emphasizing psychosomatic medicine may be 
masking the importance of somaticopsychic factors. 
The psychic trauma brought about by gastrointestinal 
distress has been mentioned. Cerebral malnutrition and 
excessive excitation or inhibition brought about by 
posturally produced endocrine dysfunction would cer- 
tainly create an emotional instability, and render the 
individual more vulnerable to psychic injury. 


THE GENITOURINARY SYSTEM 


The genitourinary system is not immune to the 
deleterious effects of postural trauma. The anatomy 
texts describe the location of the kidneys to be about 
the level of the eleventh thoracic vertebra. Urine, 
filtered from the blood stream by the kidneys, is car- 
ried to the urinary bladder through the ureters which 
travel a smooth, slightly curved course downward to 
the bladder (Fig. 27a). Normal blood supply to the 
kidneys, unimpeded secretory flow through the ureters 
and the absence of abnormal pressure upon the bladder 
all tend toward normal urinary activity. In poor pos- 
ture, the kidneys are found to be at a lower level in 
the abdomen, forced downward. by the flattening of 
the diaphragm (Fig. 27b). X-ray examination usually 
reveals the kidneys slightly turned so that the hilum 
faces more inferiorly, a fact that would necessitate 
some distortion of the renal vessels. The ureters are 
involved in the general ptosis of the abdomen, and 
the bladder is subjected to increased pressure from 
the lowered viscera. No immediate drastic effects re- 
sult from this altered relationship, but the slight im- 
pairment of physiologic harmony so established would 
impair kidney efficiency over a period of time. 

The active phase of the menstrual cycle has not 
earned the common name of the “curse” without cause. 
Irregular, painful, and prolonged menstruation makes 
this physiological activity an actual curse to too many 
women. Under normal circumstances, added hygienic 
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care should be the only trouble encountered. Cramps, 
nausea, backache, headache, and severe depression are 
complications produced by dysfunction. Postural fac- 
tors rank high among the many contributing causes 
of dysmenorrhea. The thoracolumbar and sacral av- 
tonomics suffer from the spinal changes associate: 
with the dropped front panel and the circulatory values 
to the involved organs can not be maintained at their 
optimum level in the face of the organic congestion 
of the lower abdomen and pelvis. The uterus is fre- 
quently displaced by the pressure of the superimpose! 
viscera and a mechanical impediment to the excretion 
of menstrual flow is added to the perverted physiology 

The patient from whose photograph this diagrat 
(Fig. 28) was taken presents an obvious visceroptosi 
with bulging belly and subcostal hollow, but the marke: 
change in body outline is not necessarily present ii 
all cases of ptosis. The abdominal content may b 
forced downward and impacted in the lower abdome: 
and pelvis even in the presence of a fairly flat abdomi 
nal wall. Palpatory pressure on the upper abdome: 
compared with like pressure on the lower abdome: 
will often reveal a congested state that might escap: 
visual observation. Successful therapeutic approacl 
must take cognizance of the mechanical factors in 
volved and relief of the visceral congestion in th 
lower abdomen must be obtained. 

Functional sterility is not uncommon in_ thes: 
patients. The osteopathic pathology at the first lumba 
vertebra and sacrum, plus the abnormal physiologi 
condition of the ovaries and uterus, may prevent con 
ception. I have been able to correct functional sterility 
in several cases where conception had proved impos- 
sible over a period of years, and in each instance th 
postural factor has had considerable bearing on the 
case. 

CONCLUSIONS 

I am convinced that postural interference to nor- 
mal physiology is essentially an osteopathic problem. 
The strain produced by postural imbalance is inevitably 
associated with osteopathic lesions, and both the pos- 
tural fault and the osteopathic pathology must be cor 
rected to secure true health. I become more and more 
inclined to believe that the majority of osteopathic 
lesions have a postural background, and that failure 
to understand and evaluate the postural factor leads 
to the recurrence of lesion pathology. 

Postural disturbances have marked effects upon 
the visceral and nervous systems, as well as upon the 
skeletal system. We have not yet gained a complete 
understanding of the close integration and _inter- 
relationships of the body. An effort has been made to 
demonstrate some of the factors that pervert physi- 
ology in one type of poor posture, in the belief that 
better understanding of these factors will lead to better 
management of the conditions they produce. 
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ALEXANDER PRICE, D.O. 


The purpose of this paper is to describe a syn- 
ome of pseudoangina pectoris. The importance of 
is syndrome lies in its frequent confusion with pain 
the chest due to coronary artery disease. It is a 
ndition which is frequently seen and too often mis- 
agnosed and mismanaged. Pseudoangina pectoris 
- ay be defined as pain occurring in the left chest due 
fibrositis in the left upper and midthoracic para- 
‘tebral regions, the left subscapular region, and the 
ft supraspinous and infraspinous fossae. 

The patient always complains of pain occurring in 
.e precordium. This is at times a dull pain, at times 
« sharp pain referred around the chest from the upper 
or midthoracic regions and associated at times, but not 
always, with pain in the upper or midthoracic regions. 
it is at times referred down the inner aspect of the 
left arm. 

The pain may occur at rest or during activity, the 
activity usually involving work or exercise such as 
lifting or pulling. Relief is usually obtained by rest, 
although at times a patient will state that exercise will 
relieve when the pain has occurred during rest. Some- 
times a patient will “walk off” the pain. 

The hyperventilation syndrome is an integral part 
of the symptom complex. Following the onset of the 
pain as described, the patient will usually begin to 
breathe rapidly until he reaches a stage when he must 
breathe with effort to get a satisfying breath. He be- 
comes light-headed and dizzy and at times weak and 
faint. He is sure that he is having a heart attack. 

All of these patients exhibit a cardiac neurosis. 
From reading various popular articles they have 
learned that pain in the precordial region referred 
down the left arm and associated with shortness of 
breath indicates angina pectoris. They usually give a 
history of having been attended during these attacks by 
one or more physicians and of having been told, in 
most cases, that the attacks were due to nervousness. 
In some cases, they have been told that the seizure was 
actually a heart attack. The patient is usually satisfied 
with the explanation of nervousness until the next 
attack occurs, when the explanation is doubted. 

The essentials in properly diagnosing these cases 
are a carefully elicited history and a reproduction of 
the pain complained of by finding and exerting pres- 
sure on the fibrositic regions responsible. In the history 
it will be noted that these pains may occur at rest as 
well as during activity and. during emotional upsets. 
Relief can be obtained even on continuation of the 
activity. On examination the heart is usually normal 
but in some cases a valvular lesion may be found. How- 
ever, the essential part of the examination is to find the 
fibrositis which is responsible for the pain. 

In true angina pectoris the pain will occur during 
activity, emotional upset, or following a heavy meal. 
The pain is vise-like as if there is a crushing force on 
both anterior and posterior chest walls; it is referred 
to the root of the neck, the left shoulder, and down the 
left arm. At times the pain is atypical and is noticed 
only in the shoulder or arm, or in the back between the 
scapulae. The patient will remain rooted to the spot, 
until the pain has left, with fear of impending death. 
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Relief is obtained with rest, nitroglycerin or amino- 
phyllin intravenously ; at times a narcotic js necessary. 

In pseudoangina treatment begins with pointing 
out to the patient that his symptom complex is not 
angina pectoris, which is best done by reproducing the 
pain as described above. The patient is reassured and 
the manner in which the hyperventilation syndrome 
occurs is explained. Osteopathic manipulative treat- 
ment directed to the lesions found will clear up the 
fibrositis and will result in disappearance of the pains. 
A typical case history follows. 


CASE HISTORY 


Mrs. L. H. was first seen on August 1, 1947, com- 
plaining of indigestion and pain in the left chest. She 
stated that at 10:30 a.m. on that day, after doing her 
washing, she became weak and felt as if it were too 
great an effort to do anything ; she then became nervous 
and developed indigestion. The indigestion was de- 
scribed as a tightening in the left chest “over the 
heart,” followed by belching and pains across the 
chest. She also had pain down the inside of the left 
arm and in the back in the region of the left shoulder 
blade. 

The patient had had similar attacks previously, 
after doing the washing. She stated that the bulk of 
the lifting while washing was done with her left arm. 
At the onset of these attacks the patient was afraid 
that she was having a heart attack. She then became 
frightened and nervous and the symptoms described 
above followed. She called dectors during the attacks 
and was always told that they had been produced by 
nervousness. 

In June, 1946, she had pneumonia. At that time 
she had pains in the upper anterior chest, bilaterally. 
These pains have recurred with changes in the weather 
and attacks have followed. 

For 15 years the patient had been very nervous. 
She had been unable to relax, eaten quickly, and done 
everything as if in a race. Because of the housing 
shortage, members of her family, with whom she is 
apparently unable to get along, had lived with her. 
Two brothers and four sisters were living and well, 
except for nervousness. The remainder of her history 
was irrelevant. 

Physical examination revealed a_well-nourished, 
well-developed white female, aged 38, who appeared 
nervous and apprehensive. Temperature was 98.6 F., 
pulse 72, and respirations 24. Blood pressure was 142 
systolic, 90 diastolic. Weight was 133 pounds, and 
height 62 inches. Head, eyes, ears, and nose were 
normal. There was an upper dental plate. The lower 
teeth were present with a few small cavities. The ton- 
sils were small. The neck was normal.. Her chest re- 
vealed tenderness of the upper third anteriorly and in 
the axillary region. There was slight tenderness of the 
left subscapular tissues along the medial border. The 


left supraspinatus muscle was tender, with a very tender 
nodule near the inferior angle of the scapula. On palpa- 
tion of the nodule, pain was felt down the inside of the 
left arm and along the left second intercostal space 
similar to the pain during attacks. The lungs were 
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clear; the heart was physiologically normal. The re- 
mainder of the examination revealed nothing abnormal. 

A diagnosis of pseudoangina was made. Treat- 
ment consisted of an explanation of the causation of 
her pain, infra-red heat to the thoracic region followed 
by sustained pressure to the tender nodule, and phe- 
nobarbital, 4% grain, four times daily. 

The patient returned 1 week later and stated that 
she. had had no nervousness or indigestion although 
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she had experienced recurrences of pain while working. 
At the present writing the patient has had no further 
attacks. 
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Diabetes Mellitus* 


NEIL R. KITCHEN, D.O. 
Phoenix, Ariz. 


Diabetes mellitus may be defined as a hereditary 
metabolic disease of poorly defined etiology character- 
ized by a primary error in utilization and storage of 
glucose and secondary errors in water, salt, vitamin, 
protein and fat metabolism. 

This paper will deal principally with the diagnosis 
and management of the diabetic state and the complica- 
tions of this disease. 

It was first recognized by Claude Bernard’ that 
the liver was the key organ of the body in the regula- 
tion of blood sugar. It is now recognized as the only 
organ that possesses a reservoir of glycogen capable 
of being converted to glucose to replenish blood sugar 
needs. 

Animal experimentation has demonstrated that 
the liver is the site of glucose formation from non- 
carbohydrate sources. The process of glucose forma- 
tion from noncarbohydrate sources is spoken of as 
gluconeogenesis and appears to be one of the processes 
which when uncontrolled is responsible for the tissue 
wasting and fasting hyperglycemia characteristic of 
uncontrolled diabetic state. 

The liver has a readily available or an emergency 
reservoir of stored carbohydrate in the polysaccharide 
form as glycogen. The quantity represents about 50 
per cent of the total body store of carbohydrate and 
equals approximately 100 gm. This would supply the 
energy needs of the body for about 5 hours. The 
blood stream itself contains about 5 gm. of glucose 
or energy needs for a few minutes supply only. 

The above figures are mentioned to bring out the 
point that carbohydrate, protein, and fat metabolism 
is in dynamic balance normally and that variations in 
control result in the metabolic imbalance which is rec- 
ognized as diabetes mellitus. The hormonal controls 
and enzyme systems, normally operative, are disrupted 
in a poorly understood manner which apparently is 
resnonsible for the errors in metabolism occurring in 
diabetes. 

Soskin and his collaborators? have emphasized 
that blood sugar control is largely centered in the 
liver by a “homeostatic mechanism.” In other words, 
as the blood sugar falls to a certain level the liver 
produces glucose by a process of glycogenolysis, for 
emergency needs, or by gluconeogenesis for more pro- 
longed periods. If the blood sugar level becomes 
elevated above a certain point the process is stopped 
and glucose is stored by a process of glycogenesis. The 
blood sugar level at which the liver responds in the 
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above manner is spoken of as the liver “threshold” fo 
glucose. 


Muscles also store glucose as glycogen but thi 
storage is not available for blood glucose directly an 
therefore will not be discussed here. Glucose ma) 
go through a process of glycolysis in the periphera 
tissues for energy needs. 

The hormonal controls are derived from the pitui 
tary, thyroid, pancreas, and adrenal cortex and medulla 
Suffice it to say that the pituitary, adrenal cortex, an 
thyroid stimulate the process of neoglucogenesis. In 
sulin from the pancreas tends to inhibit the neoglu 
cogenic process produced by the pituitary, adrena 
cortex, and thyroid glands. It also catalyzes the peri 
pheral utilization of glucose. Epinephrine from th: 
adrenal medulla works as an emergency measure to 
produce glycogenolysis and supply glucose for emer 
gencies that are usually assigned to the sympathico- 
adrenal system. 


The enzyme system principally involved in glyco- 
gen formation and glycogen breakdown works in the 
following manner: The first step in glycogen forma- 
tion is the production of glucose-6-phosphate by the 
interaction of adenosine triphosphate and _ glucose. 
This process is catalyzed by the enzyme hexokinase. 
Glucose-6-phosphate is known as the Robinson-Emb- 
den ester. 


The second step is the transformation of glucose- 
6-phosphate to glucose-l-phosphate by intramo- 
lecular shift of the phosphate group from the 6 position 
to the 1 position. The enzyme which catalyzes this 
reaction is phosphoglucomutase and requires either 
magnesium or manganese ions for its activity. Glucose- 
1-phosphate is known as the Cori ester. 


Glucose-l-phosphate is then converted into 
glycogen by the action of the enzyme phosphorylase 
which occurs in large quantities in the liver. 

The hormonal influence from the pituitary is cap- 
able of inhibiting hexokinase activity and the adrenal 
cortex seems to prolong this process of inhibition. Ii 
this occurs glycogen formation is halted. 

The process of glycogenesis is a reversible on 
and goes through the same process in reverse for glu 
cose formation. It seems that this process is ver) 
rapid in either direction and is in constant dynami: 
equilibrium normally. ‘ 

The phosphorylation process occurs in the in 
testinal wall during absorption of glucose and in th: 
kidney during reabsorption of glucose from th 
glomerular filtrate. The thyroid secretion increases th: 
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te of phosphorylation from the intestinal tract. This 
important in the hyperthyroid or hypothyroid states 
d glucose tolerance. 


The etiology of diabetes mellitus, although poorly 
‘fined at this time, would seem to be linked with 
ne error in the foregoing discussed mechanisms of 
cbohydrate metabolism. It is very possible that var- 
is points of error might result in the diabetic state 
her functional or organic in nature. 


At present there is no known specific lesion of 
e pancreas which can be said to be characteristic 
diabetes mellitus. Various lesions have been found 
the islands of Langerhans, but these are not con- 
stent pathological findings. This has been the one 
,jor factor in the delay in further understanding of 
e diabetic state. 
Diabetes mellitus may be diagnosed when persistent 
‘perglycemia and glycosuria are present. - Further 
inical signs and symptoms as well as clinical labora- 
ry evidence are usually present. Certain physical 
dings as complications are not infrequently found. 
‘he most common subjective complaints include pruri- 
ts, either generalized or localized to the genitalia, 
polyuria, polydipsia, polyphagia, fatigue, weakness, loss 
of weight, Unschuld’s sign or leg cramps, and general 
irritability. These subjective symptoms vary with the 
juvenile and obese type of diabetes. 


Most common objective findings not including the 
degenerative changes and complications are vitamin 
deficiency as evidenced by cheilosis, red fissured tongue, 
and interdentate papillae swelling, dry skin, dental 
decay, diminished tendon reflexes of impending neuro- 
pathies, scars of recurrent pyodermia, bronzed skin of 
groin from fungus infections, vaginitis from yeast in- 
fections, and obesity in patients of the older age group. 

Common complications detectable on physical 
examinations are epidermophytosis of nails and feet; 
active pyodermia; loss of positional sense of toes; 
thick, curled, and ridged nails of lower extremities ; 
changes in skin temperature of lower extremities, due 
to arteriosclerosis obliterans of diabetes; eye ground 
changes of diabetic retinopathy; senile cataracts in 
older obese group; acute diabetic cataract in juvenile 
group; and enlarged livers in old diabetics. 

Common complications detectable by x-ray exam- 
ination are cholelithiasis, vascular calcification of the 
lower extremities in arteriosclerosis obliterans, and 
diminished kidney concentration on intravenous uro- 
graphy. 

Clinical laboratory findings include hyperglycemia ; 
glycosuria, which is always present unless the renal 
threshold is elevated; ketone bodies; hypercholes- 
terolemia ; diminished carbon dioxide combining power 
in ketosis ; elevated nonprotein nitrogen in Kimmelstiel- 
Wilson syndrome; positive results of Hanger’s ce- 
phalin-cholesterol flocculation test in the obese patient ; 
decreased total serum proteins in obese elderly patients ; 
and pyuria which is frequent because of incidence of 
pyelonephritis. 

The management of diabetic patients is an indi- 
vidualized problem in each case and should be carried 
out that way. Certain basic principles have to be fol- 
lowed relative to diet, diet supplements, and insulin 
when needed. 

The dietary requirements of children as a general 
rule are as follows: the daily caloric requirements of a 
year-old child is approximately 1,000 calories; 100 
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calories shold be added for each year until growth is 
completed. The protein needs range from 2 to + Gm. for 
each kilogram of body weight; however, a 2:1:1 ratio 
of carbohydrate, protein, and fat is usually a suitable 
partition. Insulin is given to all diabetic children. 

Usually an adult of normal weight requires 25 
calories for each kilogram of body weight to main- 
tain that weight, and additional calories up to 30 to 
50 per cent for physical activity may be required 
Patients below weight should be put on diets calcu- 
lated to increase their weight to within 10 per cent 
of normal. When weight reduction is necessary, diets 
based on a caloric intake of from 16 to 25 calories for 
each kilogram of body weight will probably suffice. 
Weight reduction should be accomplished slowly— 
from 2 to 4 pounds a month, 

After calculating the caloric needs of the patient 
the quantities of carbohydrate, protein, and fat needed 
to supply these calories in the diet must be determined. 
The average diet should probably supply about 50 per 
cent of the total caloric requirement in carbohydrate, 
35 per cent in fat, and 15 per cent in protein. Patients 
having high postprandial sugar levels when carbohy- 
drates supply 50 per cent of the total caloric intake 
will do better on less carbohydrate and more protein 
and fat. Any diet should be adjusted to the individual 
needs of the patient and the foods partitioned into 
meals according to whether regular or crystalline in- 
sulin or a mixture with protamine zinc insulin or some 
other depot insulin is being used. Thus, when pro- 
tamine zinc insulin is used, partitioning of food is 
one-fifth of total calories at breakfast, two-fifths at 
the noon meal and two-fifths at the evening meal, with 
a bedtime snack of protein foods. Partitioning of car- 
bohydrates when using globin insulin is two-tenths 
for breakfast, four-ténths for the noon meal, one- 
tenth for a midafternoon snack, and three-tenths for 
the evening meal. The protein and fat should be 
divided into three equal portions. 

When insulin is not used, four meals a day may 
be advantageous, cutting down the caloric load at each 
meal and avoiding postprandial hyperglycemia. 

Dietary supplements of vitamins should be in- 
cluded as water-soluble vitamin deficiency is generally 
present in varying degrees. Probably three times the 
minimal daily requirement will satisfactorily correct 
the deficiency, if given daily over a period of time. 

Insulin, when needed, should be selected for a 
definite purpose and on the basis of one’s own exper- 
ience in the use of the various kinds. Crystalline in- 
sulin is meant for rapid action and is given during 
ketosis, emergencies of surgical nature, infections, etc., 
as insulin sensitivity varies from hour to hour and 
food tolerance is changeable under these circumstances. 
It may be used under other circumstances requiring 
multiple daily injections prior to meals or in mixtures 
with protamine zinc insulin where it supplies the major 
insulin influence for the first 4 to 8 hours of the day. 
This latter procedure has become very popular and 
has answered a great need. These mixtures may be 
made in the syringe just prior to administration or 
given separately. Bottle mixtures can be used, although 
they are not available commercially. 

Patients who do not have nocturnal hyperglycemia 
and who suffer principally from poor tolerance to 
carbohydrate (food) intake with postprandial elevated 
glycemic levels may do well on globin insulin. The 
diet must be adjusted as previously indicated. This 
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insulin is somewhat variable in its fastigium of action. 
Its major action, however, is from 8 to 12 hours fol- 
lowing administration and insulin effect is present in 


1 hour. Among its advantages are the fact that only 
a single dose is required for 24 hours, action lasts 
during the food-intake period of the day, and hypo- 
glycemic reactions are most apt to occur during wak- 
ing hours. This insulin is administered by deep sub- 
cutaneous injection, 

Protamine zine insulin 
who need an overlapping 
nocturnal hyperglycemia or those having high fasting 
levels, usually the juvenile type of diabetic. Hypo- 
glycemic reactions tend to occur during sleeping hours 
and bedtime feedings should be used in most cases to 
prevent them. Various technics for evening injection 
of divided doses of depot insulin have been used with 
good results, but their success depends on the coopera- 
tion of patient and the experience of the physician. 

There is no way of knowing the insulin require- 
ment of the patient and hence no dosage schedule can 
be set. down to follow. Probably the best technic is 
that of starting with from 15 to 20 units of a depot 
insulin, checking the postprandial blood sugar 2 hours 
following some specific meal, and gradually increas- 
ing the dosage by 5 or more units daily. This amount 
of increase depends on one’s experience in managing 
diabetic patients and on whether or not they are hos- 
pitalized, intelligent, and cooperative. The 2 hour post- 
prandial blood sugar should range from 170 to 210 
mg. per cent depending on the patient’s general clinical 
condition and on age and the state of the cardiovascular 
system. Great care should be exercised not to produce 
hypoglycemic reactions in patients with degenerative 
changes in the cardiovascular system, as coronary 
occlusion is common under these circumstances. 

The aim in managing diabetics is to prevent com- 
plications ; to keep them clinically free of symptoms ; to 
prevent glycosuria above 5 to 10 Gm. in 24 hours; 
to keep urinary output, in the absence of kidney de- 
compensation, below 2000 cc. daily; and to instruct 
them well enough that they can live relatively normal 
lives and earn a livelihood. 


I, personally, feel that strict physiological control 
is ideal but clinically apt to be dangerous. I prefer 
to take the path midway between Tolstoi’s free diet, 
insulin, and ketone-free patient and those brought 


down to dangerously strict levels with little margin 
of safety. 


It is very necessary to instruct patients carefully 
about their disease and to emphasize the fact that it 
is their problem. Let them know early that you are 
not taking the responsibility for them. See that they 
have one of the primers for patients,** and that they 


is best used for patients 
action which will cover 
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read it and reread it until they have a working knowl- 
edge of their disease. A poorly instructed diabetic is 
always in trouble one way or another. 

Diabetics should know how to care for their fee! 
to prevent fungus infection and abrasions, how to 
check fitting of shoes, etc. In case of illness they mus: 
understand how often urine tests should be made. The) 
should know that specimens should be collected 30 
minutes after emptying their bladders prior to meals 
They should watch for return of clinical symptom: 
and have ready an emergency diet list for use in cas 
of nausea and food intolerance. The need for con 
tinuing insulin when sick from other causes shoul 
be emphasized and the necessary changes to be mad 
in dosage and kind of insulin should be understood 
Diabetics should be told of the hereditary aspect 01 
their disease and should know that obesity in thei: 
children may spell disaster. Also, they should under 
stand that obesity increases metabolic strain and con 
tributes to the complications of diabetes. 

SUMMARY 

Diabetes mellitus has a poorly defined etiolog, 
and is without a specific organic pathological lesion 
The diabetic state represents a derangement of th 
normal metabolism of carbohydrate, protein, fat, salt 
water, and vitamins. The management of a diabetic 
patient should include careful instruction, adequat« 
physical evaluation, classification, and individualized 
dietary care. 


The type of insulin to be used should be selected 
that best fits the patient’s needs according to the phy- 
sician’s experience in its use. The dosage should be 
adjusted according to the requirements of each patient. 


31 E. McDowell Rd. 
McDowell Osteopathic Hospital and Clinic 
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CRUDE DEATH RATE FOR THE FIRST 9 MONTHS OF 1948 


The crude death rate in the United States for the first 
9 months of 1948 was estimated to be 10.0 deaths per 1,000 
estimated population, according to figures released November 
17 by the National Office of Vital Statistics, Public Health 
Service, Federal Security Agency. The corresponding rate 
for the same period of 1947 was 10.2. 

The majority of the States show increases in the rates 
between 1946 and 1947, 5 show no change, and 12 show 
decreases. These rates are crude death rates, representing 


the total number of deaths per 1,000 estimated midyear popu- 
lation. 

Crude death rates are affected by a number of factors in 
addition to mortality conditions, such as age-race-sex composi- 
tion in the population and completeness of death registration 
Therefore, consideration must be given to these factors in 
comparing crude death rates either by State or by year. For 
example, a comparatively high crude rate does not necessarily 
indicate less favorable mortality conditions. 
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OF CONTEMPORARY INTEREST 


From time to time the Association, through its 
publications, finds it necessary and desirable to call to 
the profession’s attention certain articles appearing in 
current allopathic literature. Sometimes an article is 
singled out for attention because it contains material 
which is pertinent to the progress and thinking of the 
osteopathic physician of today; sometimes the paper is 
cited because it is so osteopathic in its content that it 
is difficult to understand how the author has managed 
to penetrate the “iron curtain” of medical prejudice. 
A possible explanation for the publication of the latter 
type of article might be that even members of the medi- 
cal editorial hierarchy are able to recognize the naivete 
of the manuscripts and so classify them as innocuous 
and allow them to appear in their publications. 


A review of allopathic literature for the past dec- 
ade reveals a steady and persistent improvement in 
the insight of the dominant school as it evaluates what 
any osteopathic physician worthy of the name knows 
to be simon-pure osteopathic fundamentals. Allopathic 
articles of 10 years ago, as Duffell* so aptly remarked, 
“advocated the crudest of technics, based on ignorance 
of both anatomy and physiology,” and he might well 
have made a similar remark regarding the apparently 
complete lack of comprehension of the authors of the 
physics involved in the physiological motions of the 
spine. 

Current articles indicate a somewhat more clear 
appreciation of low-back problems and kindred patho- 
logical conditions, but the authors persist in ignoring (if 
they ever understood) fundamental principles involved 
in the diagnosis and treatment of aberrant structure 
and function of the human spine. This is certainly 
manifested by their complete lack of ability to manipu- 
late the spine with any degree of dexterity, which prob- 


1. Duffell, R. E.: Kicking oneself to 
$6:373, April 1937. 
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ably explains their all too frequent disappointing 
results. 

In the June issue of THe Journat, R. C. Me- 
Caughan commented editorially at considerable length 
on “Manipulative Therapy in Orthopedics” by Jerome 
G. Finder, M.D.2- Dr. McCaughan concluded, “Finder’s 
article should be read by the D.O., because it evidences 
a desire on the part of the orthopedist at least to utilize 
manipulation in therapy. But is there any good reason 
why old-school medicine should travel the hard way to 
reach a ‘modern’ concept of the role of abnormal struc- 
ture in the causation of disease? .. . Let anyone truly 
recognizing the possibilities inherent in normalization 
of the structures of the body through manipulative or 
other technics read the basic studies already available.” 

In the May Journat Dr. McCaughan reviewed, 
also editorially, material which appeared in the “Queries 
and Minor Notes” section of the Journal of the -1meri- 
can Medical Association. This contributian was quite 
fittingly evaluated as follows, “We suspect an assistant 
editor must have made a mistake and included these 
columns under the head ‘Queries and Minor Notes’ 
when instead, as an example of the humorously ridicu- 
lous, it should have been run under the more appropri- 
ate heading of “Tonics and Sedatives.’ ” 

Also in the May JourNaL there appeared an ab- 
stract of an article by David Davis.* This paper belongs 
to the first category of allopathic publications mentioned 
in the opening paragraph of this editorial. It should be 
given serious attention by every osteopathic physician. 
Another article® falling into this classification was re- 
viewed in the January JouRNAL by George W. Northup. 

W. F. Strachan reviewed an article’ on physical 
treatment of backache in the June JourNAL. While he 
characterizes the article as “incomplete and, therefore, 
misleading,” he considers it will be of value to M.D.’s 
and of interest to D.O.’s. 

Some of these articles would seem to indicate that 
some members of the dominant school of medicine are 
learning by experience that manipulation is not some- 
thing to be left to the physiotherapist. Some time they 
may even begin to comprehend something of osteopathic 
philosophy. Perhaps some day they may become 
mentally alert and intellectually honest enough to cast 
aside bigotry and prejudice and really make a sincere 
attempt to live up to the Hippocratic oath and bring to 
suffering humanity everything good in diagnosis and » 
therapy— including a thorough knowledge of the osteo- 
pathic lesion. 

In the meantime, their blind obstinance results in 
their complete disregard for the obvious. Grant’ put it 
so succinctly when he said: 

It is obvious to anyone who will review the rather volu- 
minous literature covering allopathic investigation into spinal 

2. Finder, J. G.: Manipulative surgery in orthopedics. S. Clin. 
North America 29:243-259, Feb. 1949. 

3. Queries and Minor Notes: The status of osteopathy as a special 
method for low back pain. J. Am. M. A. 139:969, April 2, 1949. 

4. Davis, D.: Spinal nerve root pain (radiculitis) simulating coron- 
ary occlusion, a common syndrome. Am. Heart J. 35:70-80, Jan. 1948. 

5. Treatment of painful disorders of skeletal muscle. Conferences 
on Therapy, Department of Pharmacology and Medicine of Cornell 
University Medical College and New York Hospital. New York State 
J. Med. 48:2050-2059, Sept. 15, 1948. 

6. Kottke, F. J.: Physical treatment of backache. 
139:1055-1057, April 16, 1949. 

7. Grant, J. H.: What lumbosacral x-rays show. 
A. 46:231, Dec. 1946, 
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and particularly lumbosacral dysfunction, that there still re- 
mains a mysterious unknown entity that produces spinal and 
nerve pain, that can narrow intervertebral foramina, that pro- 
duces relative limitations in motion of specific vertebral seg- 
ments and that responds, strangely enough, to the apparently 
‘indiscriminate ministrations’ of osteopathic physicians, but yet 
cannot be associated with any demonstrable anatomic abnor- 
mality. Could it be that this void in their chain of pathologic 
events is the much maligned, never understood, osteopathic 


lesion ? E. H. McKenna, D.O. 


OSTEOPATHIC OBSTETRICS 


This issue of THe JOURNAL contains a supplement 
contributed by the American College of Osteopathic 
Obstetricians and Gynecologists. This supplement, like 
those of other specialty groups, is offered to the profes- 
sion as a whole to aid in keeping abreast of develop- 
ments in a particular field of practice. 

The supplement focuses attention on the advan- 
tages of osteopathic care for pregnant and parturient 
women. These advantages are not new developments. 
Louisa Burns,’ speaking of the early years of osteop- 
athy, says, “We treated pregnant women and found 
that they produced better babies after shorter labor with 
fewer lacerations and a lower death rate than did their 
neighbors.” But the benefits which osteopathy can 
bring to mothers and their babies cannot be empha- 
sized too often. 

Recently the National Office of Vital Statistics re- 
leased the figures on maternal mortality in the United 
States for 1947. The rate was 1.3 per 1,000 live births, 
the lowest ever reported for the United States or for 
any other country. The risk of dying with childbearing 
has been declining since 1933, the first year in which 
data are available for the entire continental United 
States. From 6.2 in 1933, the maternal mortality rate 
has decreased 79 per cent to 1.3 in 1947. 

A report on osteopathic obstetrics for 1947 was 
recently released by the Committee on National Ob- 
stetrical Statistics of the American College of Osteo- 
pathic Obstetricians under the chairmanship of Bernard 
Abel. This, the first annual report, was based on an- 
swers to questionnaires which were sent to registered 
osteopathic hospitals and registered osteopathic hospi- 
tals approved for the training of interns. The analysis 
was made from questionnaires returned from 114 hos- 
pitals where 29,190 babies were delivered in 1947. 

The 29,190 births were attended by 1767 osteo- 
pathic physicians, nearly all of whom were general 
practitioners. In the series there were 282 twin and 
4 triplet births. There were 35 maternal deaths, or 
slightly less than 1.2 maternal deaths for each 1,000 
births. There were 1,065 infant deaths of which 430 
were stillbirths and 376 were due to prematurity. Thus 
there were approximately 1.24 maternal deaths per 
1,000 live births. 

While under any circumstances the figure of 1.24 
per 1,000 live births compares most favorably with the 
national figure of 1.3, it stands up even better when 
the location of osteopathic hospitals is considered. Many 
osteopathic hospitals are located in small cities and 
towns where the majority of deliveries take place in 
the home and hospitals are likely to be utilized for cases 
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where complications are anticipated or where difficulties 
have already arisen. 

The Committee on National Obstetrical Statistics 
summarizes its findings as follows: “The general osteo- 
pathic practitioner in the average well-managed osteo 
pathic hospital can secure excellent results in obstetrics.” 
That the osteopathic physician handling pregnant an: 
parturient patients in and out of hospitals can secur, 
excellent results is borne out by the papers included in 
the Obstetrics and Gynecology Supplement included in 
the JouRNAL. 


THE 1950 PROGRAM CHAIRMAN 

C. R. Nelson of Ottawa, Illinois, will be the 195 
chairman of the Program Committee for the Fifty 
Fourth Annual Convention at the Stevens Hotel in 
Chicago during the week beginning Sunday, July 1C 
Dr. Nelson has taken over at the request of President 
Elect H. Dale Pearson who will take over his dutie 
as President at the Convention in St. Louis this month 
William A. Ellis, Grand Rapids, Michigan, who wa 
selected for the position of program chairman in July 
1948, found it necessary to relinquish the responsibil 
ity following an unfortunate accidental injury whicl 
interrupted his well-planned task. We can report tha 
he is making good progress and anticipates ultimat: 
complete recovery. 

The task of providing a good teaching program o! 
interest and utility to physicians in practice, many ot 
them in some specialty division, is not easy. A larg: 
percentage of the profession attends conventions, many 
members having an unbroken record of attendance for 
many years and others rarely missing. The chief com- 
plaint of registrants is to the effect that there are too 
many meetings going on at one time and no person can 
attend them all. 

Dr. Nelson, in consultation with the Bureau of 
Conventions, plans a somewhat altered program which 
should be of increased interest to every Doctor of 
Osteopathy who is eligible to attend. Registrations at 
Chicago conventions are always exceptionally high in 
part at least because of the centering of transportation 
in that city. To the ease of transportation thereto and 
the unusually good convention facilities available in 
Chicago, Dr. Nelson and his coworkers will add an 
irresistible program. R. C. McCaucuan, D.O. 


EARLY POSTOPERATIVE AND 
POSTPARTUM RISING 

While early rising after surgical interventions has 
been the subject of numerous articles in both scientific 
and lay publications in recent years, the procedure is 
not a new one. It was advocated as long ago as 1899 
by Emil Ries," a Chicago physician. It has been put 
into practice over a considerable number of years by 
A. C. Johnson and his coworkers.” 

Many advantages have become apparent from early 
ambulation in carefully selected patients. The indica 
tions vary with the severity of the alterations produced 
by the operation and with the preoperative condition 
of the patient. Obviously patients who have not been 


_ 1. Ries, E.:_ Some changes in the aftertreatment o 
ome cases. J. Am. M.A. 33:454-456, Aug. 19, 1899. 
_ 2 Ranney, D. E.. Johnson, A. C., and Tavener, W. H.: 
riences with early rising after surgical operation. J. 
46:351-356, Feb. 1947. 
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debilitated by a long preoperative illness are better able 

to be out of bed soon after surgery than are those 

w iose health was not good before hospitalization. Also 

there are various degrees of early ambulation—some 

pitients walk away from the operating table, some are 

« t of bed a few hours postoperatively, and some do 

10 do not walk until 2 or more days after surgery 
: still considered to be ambulant early. 

In this issue of THE JouRNAL Robert E. Sowers* 

\ rites on early ambulation of the parturient patient. 

his own cases, over a period of 5 years, he has 

‘n no single complication which he attributed to early 

sing. He feels that this procedure is completely com- 

| \tible with the fundamental principles of osteopathy. 

* points out the excellent results of regular osteo- 

ithic manipulative therapy administered postopera- 

ively and postpartum. Indeed it can readily be 
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understood why, before the practice of early rising was 
widely known or widely used, patients who received 
regular osteopathic manipulative therapy after surgery 
and after delivery recovered faster and with fewer 
complications than those who did not enjoy its benefits. 
Early ambulation produces effects similar to those which 
follow manipulative therapy. By its systemic effects 
osteopathic manipulative therapy helps maintain circu- 
latory, nervous, and muscular normalcy and relieves 
venous congestion and its complications. 

In the final analysis the decision as to whether 
early rising should be employed becomes a matter 
which can only be decided by the experienced judgment 
of the physician. No mathematical formula exists for 
measuring the factors entering into the decision. The 
advantages of the method, wisely applied, include im- 
proved psychic condition of patients, reduction of 
nursing care needed, shortening of the convalescent 
period, and, consequently, greater economy. 
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COMMITTEE ON SPECIAL MEMBERSHIP 
EFFORT 
STEPHEN B. GIBBS, D.O. 
Chairman 
Coral Gables, Florida 


The response to the first 1949-50 dues notice, mailed in 
May, has been most gratifying. Early payment of dues not 
only saves time and postage, but is of very great help in re- 
porting on the membership status of doctors whose names are 
on the various lists constantly being sent to the A.O.A. office 
for checking—i.e. professional liability insurance companies, 
specialty certifying boards, specialty colleges, specialty societies, 
Academy of Applied Osteopathy, state licensing boards, states 
participating in Veteran’s Out-Patient Care, convention pro- 
gram appearances, insurance departments of various states, 
hospital staff members for Bureau of Hospitals, applicants for 
Department of Medicine and Surgery of Veterans Administra- 
tion, U. S. Public Health Service, State Workman's Compen- 
sation, etc. 

As you can deduct from the foregoing, osteopathic physi- 
cians are participating in the public health service on a wide 


scale. Those who maintain continuous affiliation are becoming 
increasingly aware of the services and advantages of member- 
ship. As chairman of your Committee on Special Membership 
Effort, I often wonder how an osteopathic physician in these 
times can afford not to belong to his National Association. 
MEMBERSHIP REPORT AS OF JUNE 1, 1949 

Membership count, May 1, 1949... 

Applications received in May, 1949 
Graduated licensed in May, 1949 


Deaths and Resignations in May, 1949 6 
Membership count, Jume 1, 1949 7,710 


HONOR ROLL 
Dorothy Marsh 
H. Dale Pearson 
H. S. Sterrett, Jr. 
Ray H. Thompson 
Raymond Whalley 


Thomas Berwick 
Vincent Carroll 

B. C. Devilbiss 

E. J. Elton 

Stanley B. Koerner 
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BUREAU OF PUBLIC EDUCATION ON HEALTH 


JOHN P. WOOD, D.O. 


Chairman 
Birmingham, Mich. 
SIGNIFICANT PUBLIC HEALTH LAWS ENACTED 
WITHIN THE PAST YEAR 

The practice of the healing arts in the forty-eight states 
has become by and large completely subject to various regu- 
latory laws. The osteopathic profession in this country, there- 
fore, constituting one of the major complete schools of prac- 
tice must keep itself informed concerning the various laws 
enacted regulating its practice. No single report could en- 
compass all the significant public health laws enacted through- 
out this country since the time of the last report of a year 
ago. A brief resume, however, of important laws enacted 
will serve as a reminder to osteopathic physicians that these 
laws do have a significant effect upon their right to practice 
the profession for which they have been trained and educated 
in the six approved osteopathic colleges. 
Prior to this year, some nineteen states and the District 


of Columbia had enacted a preliminary regulatory law 
known as the Basic Science Law. In the states which have 
enacted this type of law a practitioner of the healing art 
must first secure a certificate from the Basic Science Board 
before he is eligible to apply to the licensing board regulating 
his profession for a license to practice. This year the State 
of Texas was added to the list of nineteen states which 
possess a Basic Science Law. 

In four states laws were enacted making major changes 
to the regulatory system for the practice of osteopathic 
physicians and surgeons. In Arizona, Senate Bill 100, en- 
acted into law a new act regulating the practice of osteo- 
pathic physicians and surgeons. This law is entitled: “The 
Medical Practice Act for Osteopathic Physicians and Sur- 
geons.” The new law establishes educational and professional 
requirements commensurate with the present day education 
and training in osteopathic colleges and ensures in that state 
the unhampered practice of osteopathy. In South Dakota 
a new law established a “South Dakota State Board of 
Medical and Osteopathic Examiners” regulating the practice 
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of both allopathic and osteopathic physicians. This law 
repealed the Medical Practice Act and Osteopathic Practice 

Act formerly regulating the practice of these physicians 
and provides, in the future, for the licensing of osteopathic 
physicians in the practice of “osteopathic medicine, surgery, 
and obstetrics.” In Wisconsin, the law regulating the practice 
of both osteopathic and allopathic physicians was amended 
so as to make uniform the type of license issued to prac- 
tioners of both schools. The new license will be one to 
practice “medicine and surgery.” Provision is made by which 
persons licensed in that state to practice osteopathy and 
surgery at the time of enactment of the amendment may 
also secure the new type of license. In Oregon, the law 
relating to the practice of osteopathic physicians was 
amended so as to require after July 1, 1949, an internship 
of 1 year in a hospital approved by the American Osteopathic 
Association as a requirement for licensure. Recognition was 
given in these amendments to the certificate of the National 
Board of Examiners for Osteopathic Physicians and Sur- 
geons. In addition, specific provision was made in the law 
exempting interns and resident physicians from being re- 
quired to procure a license from the regulatory board. 

In Vermont this year, a new State Health Commission 
was established and the membership of this commission was 
so constituted as to require that one of the members be a 
person “licensed to practice osteopathy, surgery, and obstet- 
rics in the State.” West Virginia passed a similar law creat- 
ing a new State Board of Health, one of the members of 
which must be an “osteopathic physician.” 

A vast majority of the public health laws enacted during 
the past year related to the extension of state aid and 
assistance into the special fields of illnesses and diseases 
which have come to take such an extreme toll upon the 
health of the people of this country. In the past, particular 
emphasis has been placed upon the diseases of cancer, tuber- 
culosis, and cerebral palsy. During the current year emphasis 
has been placed upon the disease of alcoholism. The states 
of Arkansas, Utah, New Mexico, Rhode Island, Michigan, 
and Colorado all enzcted laws relating either to the estab- 
lishment of facilitics for the care of persons addicted to 
alcohol or to the creation of special commissions to study 
and report upon the manner and means by which the various 
states can assist their people in checking the spread of this 
disease. 

Colorado, Michigan, Oklahoma, and Kansas enacted legis- 
lation providing for an extension of the care of crippled 
children. In particular, the State of Kansas by enacting 
House Bill 181 specifically recognized in that law the need 
for the inclusion of the services of osteopathic physicians 
within the care granted to crippled children. 

The field of mental health continued to receive considerable 
attention. Three states in amending the laws relating to 
mental health recognized the need for allowing all qualified 
physicians to be available to serve the people of the state 
in the care and certification of mental illness. Specifically 
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the states of Michigan, Oregon, and Nevada in enacting 
legislation relating to mental health recognized the right of 
all qualified “physicians” to participate in the operations 0! 
the mental health law. 

In the past, the Workmen’s Compensation Act and th: 
Unemployment Compensation Law have been the main sourc: 
of assistance to the worker or employee out of work either 
through accident occurring during employment or throug] 
lack of available work. At the present session innumerabl 
laws were introduced providing for the payment of cas! 
sickness benefits to an employee out of work due to an illnes: 
or accident not incurred in the course of his employment 
and thus covered by the Workmen’s Compensation Act. Prior 
to this year the states of Rhode Island, New Jersey, and 
California had already enacted what has come to be commonly 
known as cash sickness disability benefit laws. In the past 
year the states of New York and Washington also enacted 
into law disability benefits laws providing for cash benefits 
to employees out of work due to illness or accident. In 
both the new laws the services of osteopathic physicians will 
be recognized as available to the employee for certification 
of their illness. It is likely that in the other states legislation 
similar to that enacted in New York and Washington will 
receive recognition in the years to come. These laws furnisl 
a security for the worker and his family during time of 
illness and accident which otherwise would become a matter 
for public agencies or the state to care for in many 
instances. 

The profession has already become well acquainted with 
the various medical and hospital service corporation laws 
In some states the osteopathic profession has been specifically 
recognized as being one of the healing art professions whose 
services must be included within any plan. The laws relating 
to the establishment of medical service corporations in New 
Jersey, Ohio, Iowa, and Wisconsin specifically require the 
inclusion of osteopathic services within all plans. During 
the past year Pennsylvania saw fit to amend its law relating 
to the establishment of medical service corporations by 
changing the name of the law to read “The Non-Profit 
Medical and Osteopathic Service Corporation Act” and re- 
quiring that such corporations must furnish both the services 
of “doctors of medicine” and “doctors of osteopathy.” This 
law is a further indication that adequate health care can 
only be considered obtainable if the services of all qualified 
physicians and surgeons are made available to the public 
for their health care. 

This short review of important laws will indicate to 
a member of the osteopathic profession intending to move 
from one state to another that he must consider the changing 
laws in the various states. To the physician and surgeon 
who has settled in the town or city of his choice, the increase 
in public health laws places upon him an additional burden 
to keep abreast of such significant changes in public health 
laws as are briefly outlined above in order that he may 
most effectively furnish his services to the people of the state. 
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Hearings on the medical education aid provisions of 
Title I of the House and Senate versions of the Thomas- 
Dingell bills (S. 1679; HR. 4312-3) and related bills (S. 1581; 
HR. 3894) were opened the week of June 6 by the House 
and Senate subcommittees in charge of the bills. On June 
10 during the course of the hearings before the Subcom- 
mittee on Public Health, Science, and Commerce of the 
House Interstate and Foreign Commerce Committee, Dr. 
Otterbein Dressler, Dean of the Philadelphia College of 
Osteopathy, and immediate past president of the American 
Association of Osteopathic Colleges, made the following 
statement : 

“We sincerely appreciate your invitation to express our 
views in connection with the medical education aid provisions 


Washington, D. C. 


FEDERAL AID FOR MEDICAL EDUCATION 


of HR. 3894 and Title I of the twin bills HR. 4312 and 
HR. 4313. 

In order to simplify my statement I shall confine my 
references specifically to Title I of HR. 4312. 

The bill amends the Public Health Service Act to author- 
ize three types of assistance, namely, aid for operation, con- 
struction, and scholarships. 

As so amended, Section 372 of the Public Health Service 
Act would authorize grants to medical schools for costs 
of instruction on substantially the following basis: for 3 
years ending June 30, 1952, payments would be made at 
the annual rate of $300 per student for such number of 
students as the particular institution averaged in full-time 
attendance during the fall semesters of the preceding 3 
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years, and $1700 for each student which shall be enrolled in 
excess of such average past enrollment. The amount of 
payments after 3 years would depend on legislation to be 
based on the results of a study provided for in the bill. 
P.yvments would be limited to 50 per cent of the costs of 
u dergraduate training, exclusive of operation of hospitals 
a’ | research. 

In addition to being public or nonprofit and Federal- 
ir ome-tax-exempt, a school must be accredited by a body 
a oroved by the Surgeon General after consultation with a 
\ \tional Council on Education for Health Professions pro- 
y led for in the bill. That might put the Surgeon General 
i) the accrediting business, which has heretofore been in the 
] analysis left in the hands of the examining boards of 
t!. various States. We suggest that a public or nonprofit- 
--exempt school whose graduates are eligible for licensure 
i) a majority of the States ought to be eligible. Such a 

rmula for accreditment is already a part of the Public 
| ealth Service Act. Section 5 (b) of the Act of February 
2-, 1948, amending the Public Health Service Act, reads in 


port as follows: . 

Graduates of colleges of osteopathy whose graduates are eligible 
f licensure to practice medicine pr osteopathy in a majority of 
the States of the United States, or approved by a body or bodies 


eptable to the Administrator, shall be eligible, subject to the other 
provisions of this Act, for appointment as commissioned medical officers 
in the Public Health Service. 

Section 372 imposes a further condition of eligibility, 
which I shall discuss presently. 

Section 373 would authorize grants for construction 
and equipment for new schools and for improvement and 
expansion of present schools, including teaching hospitals 
and other related facilities and equipment thereof, but not 
to exceed 50 per cent of the costs. In the case of hospital 
construction, the bill requires prior application and approval 
by the State and Federal agencies under the Hill-Burton 
Act. Such State and Federal approvals would not be subject 
to the priority restrictions of the Hill-Burton Act nor would 
the grants be subtracted from the State allotment. 

Section 376 -provides for scholarships to be assigned 
under State plans within quotas set by the Surgeon General 
but affording not less than two scholarships to be assigned 
by each State in the field involved. The scholarships would 
include costs of tuition, fees, books and equipment, and sub- 
sistence, and would continue until the recipient finished the 
course offered by the school provided he made continuously 
satisfactory progress. 

Section 382 specifies that there shall be no Federal 
interference with the curriculum or administration of any 
school or the admission of applicants thereto, and also provides 
that neither the Surgeon General nor any State agency may 
influence an applicant for or recipient of a scholarship in 
connection with his choice of a course of training or the 
institution where the course is to be pursued. 

Section 217 would create a National Council on Educa- 
tion for Health Professions to consist of the Surgeon General, 
Commissioner of Education, the Chief Medical Officer of the 
Veterans Administration, and a_ representative designated 
by the Secretary of Defense, as ex-officio members, and 
twenty members to be appointed by the Surgeon General 
with the approval of the Federal Security Administrator, ten 
of the twenty to be selected from five specified fields, includ- 
ing medicine. It would be our suggestion that there should 
be a Council for each field, since the problems in medicine, 
dentistry, nursing, sanitary engineering, and public health 
education are in many respects peculiar to each field. This 
is especially true in the case of colleges not associated with 
universities. 

Possibly through inadvertence the authors of the pending 
legislation failed to include colleges granting the degree of 
Doctor of Osteopathy as medical schools eligible for aid 
under the bill. Aid for costs of instruction and aid for 


scholarships are expressly restricted to medical schools pro- 
viding training leading to the degree of Doctor of Medicine. 
The aid for construction section being in the company of 
such restrictive applications of the term medical schools would 
probably 
character. 


be construed as taking on the same exclusive 
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I say possible inadvertence, because I cannot believe 
the authors of this legislation would deliberately confine par- 
ticipation to one school of practice to the exclusion of another 
when both are engaged in comparable training of physicians. 
In legislating for the District of Columbia, Congress spe- 
cifically declared: “The degrees Doctor of Medicine and 
Doctor of Osteopathy shall be accorded the same rights and 


privileges under governmental regulations.” (Sec. 12, Public 
Law 831, 70th Congress). 
We suggest that the bill be amended after the word 


“medicine”, line 1, page 13, and line 13, page 23, by adding 
the words “or of Doctor of Osteopathy”. 

The declaration of policy on page 10 of the bill states 
“there is a shortage of physicians.” On page 11 it declares 
that the costs of providing adequate professional training and 
facilities are so high and the sources of income of the 
schools affording such training are so limited as to render 
it impossible for schools training physicians to operate at 
present capacity on a financially sound basis. The policy 
statement concludes that it is indicated that the United States 
take steps to assist schools training such physicians, in meeting 
the costs of instruction and giving financial assistance for 
construction and equipment of new schools and the expansion 
of existing schools and to provide scholarships to induce 
greater numbers of qualified students to enter in training 
for physicians. 

There are six accredited colleges of 
surgery, all nonprofit and exempt from Federal income taxes, 
located as follows: 

Chicago College of Osteopathy, Chicago, Illinois 

College of Osteopathic Physicians and Surgeons, Los 
Angeles 

Des Moines Still College of Osteopathy and Surgery, 
Des Moines, lowa 

Kansas City College of Osteopathy and Surgery, Kansas 
City, Mo. 

Kirksville College of Osteopathy and Surgery, Kirksville, 
Mo. 

Philadelphia College of Osteopathy, Philadelphia 


osteopathy and 


Each of these schools trains physicians for the practice 
of the healing art in all its branches. In some twelve of the 
States their graduates are expressly licensed to practice med- 
icine. It would be palpably unfair to extend Federal aid to 
one class of medical institutions training physicians for prac- 
tice in those States while withholding it from another class 
whose trainees are granted the same licenses to practice. In 
more than a dozen other States, the graduates of these 
colleges are granted certificates as osteopathic physicians and 
surgeons and licensed to practice the healing art in all its 
branches including obstetrics, drug therapy, and major surgery. 
In the remaining States the graduates are licensed to practice, 
in most of which their license includes obstetrics and minor 
or major surgery. All States license osteopathic graduates. 

That these colleges provide training comparable to that 
furnished in schools granting the degree of Doctor of Medi- 
cine is evidenced by the fact that a number of State medical 
examining boards have inspected the colleges and found them 
to be giving training of such comparable scope and quality, 
after which their graduates were admitted with graduate 
doctors of medicine to State medical examinations and awarded 
licenses to practice medicine and surgery. The Administrator 
of Veterans Affairs in carrying out his duties under the law 
establishing the Department of Medicine and Surgery made 
a sufficient investigation to justify recognition of all these 
colleges of osteopathy and surgery as training institutions 
for physician appointees in the Medical Service of the Vet- 
erans Administration. As a result, licensed osteopathic physi- 


‘cians in all the States are granted authorization to render 


outpatient services for veterans with service-connected dis- 
abilities, and at least six osteopathic physicians have been 
appointed and are serving in the Medical Service of the 
Veterans Administration. The pertinent provision of the 
Veterans Administration law, Public Law 293, 79th Congress, 
reads as follows: 


Section 5. Any person to be eligible for appointment in the De- 
partment of Medicine and Surgery must .. . In the Medical Service 
—hold the degree of doctor of medicine or of doctor of osteopathy 
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from a college or university approved by the Administrator, have com- 
pleted an internship satisfactory to the Administrator, and be licensed 
to practice medicine, surgery, or osteopathy in one of the States 
or Territories of the United States or in the District of Columbia. . . . 

In 1938 Congress expressly included doctors of osteopathy 
within the term “physician” for the purpose of rendering 
service for government beneficiaries under the United States 
Employee’s Compensation Act. 

Soon after the outbreak of World War II the Selective 
Service System requested the Office of Production Manage- 
ment to investigate the essential character of osteopathic prac- 
tice and the finding was that inasmuch as they are trained 
and licensed in obstetrics and surgery their practice should 
be accounted an essential activity. Later in the War, the 
Selective Service System expressly recognized the practice 
of osteopathic physicians as a critical occupation. A special 
bulletin was issued grouping together medicine, dentistry, 
osteopathy, and veterinary medicine as critical occupations, 
the training for which was of such critical importance to 
the national interest that not only the students in these col- 
leges were made deferrable but deferrability was extended 
to include those taking pre-professional college work in prep- 
aration for entrance into the professional colleges. 

It is my honor and privilege to be a member of the 
Healing Arts Educational Advisory Committee which was 
established in the fall of 1948 by the Director of Selective 
Service. That committee contains representatives of the 
American Medical Association, the Association of American 
Medical Colleges, the Association of American Dental Schools, 
the American Veterinary Medical Association, and the Amer- 
ican Osteopathic Association. The committee unanimously’ 
advised the Director of Selective Service that the national 
interest will require graduates of medicine, dentistry, veter- 
inary medicine, and osteopathy annually in numbers equal 
at least to the present level. (Local Board Memorandum No. 
7, issued November 2, 1948). 

All osteopathic colleges require not less than 2 years 
preprofessional college education. The Bureau of Professional 
Education and Colleges of the American Osteopathic Asso- 
ciation recommends that preosteopathic students complete 3 
years of work. An average of over 60 per cent of osteo- 
pathic matriculants in 1947 and 1948 had completed 3 or 
more years preprofessional college work and most of that 
number had obtained baccalaureate degrees. 

The freshmen who entered osteopathic colleges in 1948 
received their preprofessional training in colleges in 42 
States, the District of Columbia, and 3 Canadian provinces, 
and the 528 freshmen represented 236 liberal arts colleges and 
universities. 

The professional course in osteopathy and surgery ex- 
tends over a minimum of 4 years. Graduates receive their 
intern training in 64 accredited intern-training hospitals. 

The cost of training in osteopathic colleges for the fiscal 
year 1948 exceeded 3 and 1/3 million dollars, less than 25 
per cent of which was paid for by tuition and fees. There 
are less seniors this year than any other years because that 
class entered during the time when preprofessional students 
were not deferred by Selective Service. For a number of 
years the average number of degrees granted exceeded 400. 
The current class is less than 150. 

Like most of the medical schools, osteopathic colleges 
receive no assistance from public funds. Instead they are 
dependent on the generosity of alumni and charitable institu- 
tions, and these sources are becoming less and less sufticient. 
Deficit financing is a necessity. More and more time and 
effort by college administrative personnel that should be de- 
voted to operational purposes must be spent in fund raising. 

In the meantime, costs have multiplied. Faculty members 
are serving at a sacrifice. Indeed, unless some such assistance 
as that proposed in this bill is made available our faculties 
will be depleted. We are in desperate need of expanding our 
outpatient teaching departments, our laboratories and class- 
rooms. Our equipment needs replacement. Much of it is 
obsolete. 


Adequate training of physicians to care for the health 
of the people is a tremendous responsibility. The needs are 
great. 
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In concluding my statement, may I refer to another 
pending bill HR. 3828 entitled “Federal Aid to Medical Educa- 
tion Act of 1949,” introduced by Mr. Wheeler of Georgia, 
which defines the term “approved colleges and schools” to 
mean “colleges and schools of medicine, surgery, osteopath 
and dentistry which are approved by the Board.” 


UNITED MEDICAL ADMINISTRATION 
On page 491 of THe Journat for May, 1949, will i 
found an account of the report made to Congress by tl» 
Commission on Organization of the Executive Branch of tl 
Government, popularly known as the Hoover Commissio 
The first recommendation of the Commission calls for “tl 
establishment of a United Medical Administration into whic 
would be consolidated most of the large-scale activities « 
the Federal Government in the fields of medical care, medic: 
research, and public health (in which we include preventiy 
medicine).” On June 7, 1949, Senator Thomas of Utal 
Chairman of the Senate Committee on Labor and Publi 
Welfare, introduced a bill to carry out this recommendatio 
of the Commission as follows: 
8ist Concress—Ist Sesston—S. 2008 
IN THE SENATE OF THE UNITED STATES 
June 7 (Leoistative Day, June 2), 1949 
Mr. Tuomas oF UTAH (BY REQUEST) INTRODUCED THE FOLLOWING BILI 


WHICH WAS READ TWICE AND REFERRED TO THE COMMITTEE ON Lanro 
AND WELFARE 


A BILL 


To consolidate certain hospital, medical, and public health function 
of the Government in a United Medical Administration. 

Be it enacted by the Senate and House of Representatives of th 

United States of America in Congress assembled, That this Act ma 

be cited as the “United Medical and Hospital Administration Act” 


UNITED MEDICAL ADMINISTRATION 

Sec. 2. (a) There is hereby established an agency in the executive 
branch of the Government which shall be known as the United Medica! 
Administration, at the head of which shall be an Administrator whx 
shall be appointed by the President by and with the advice and consent 
of the Senate, receive compensation at the rate of $ per 
annum, and perform his functions subject to the direction and contro 
of the President. 

(b) There shall be in the United Medical Administration thre: 
Assistant Administrators, who shall be appointed by the President 
by and with the advice and consent of the Senate, receive compensatior 
at the rate of $————— per annum, and perform such functions as 
the Administrator shall direct. 

(c) The Administrator is authorized, subject to the civil-service 
laws, rules, and regulations, to employ such personnel (other than 
those provided for in section 5 of this Act) as may be necessary to 
carry out the provisions of this Act. 

(d) The Administrator shall establish special advisory and other 
committees and groups composed of members of the medical and allied 
scientific professions, whose duty shall be to advise the Administrator, 
or such officers of the United Medical Administration as the Adminis 
trator may designate, with respect to matters pertinent to the duties 
of the United Medical Administration. The number, terms of service, 
compensation, and allowances to members of such advisory committees 
and groups shall be prescribed by the Administrator. 

(e) The United Medical Administration shall be entitled to the 
free use of the United States mails to the same extent as the executive 
departments. 

(f) The Administrator shall make an annual report to the 
President and to the Congress. 


ADVISORY BOARD 

Sec. 3. (a) There is hereby established an advisory board to the 
Administrator, consisting of the Administrator of Veterans’ Affairs, 
the Surgeon General of the Army, the Surgeon General of the Navy. 
and the Air Surgeon, or their designated representatives. The Admin- 
istrator shall meet with the advisory board at least once in each 
calendar month, and consult with such board with regard to policies 
and proposed policies of the United Medical Administration. 

(b) The advisory board is authorized to employ an executive 
secretary, and such clerical and stenographic personnel to assist the 
executive secretary as may be necessary. 


CONSOLIDATION OF MEDICAL AND HOSPITAL FUNCTIONS 
IN ADMINISTRATION 


Sec. 4. (a) There shall be transferred to the “United Medica! 
Administration— 


(1) all functions and facilities of the Public Health Service. 
all functions of the Surgeon General of the Public Health Service, 
and all functions of the Federal Security Administrator in rela 
tion to the foregoing; 

(2) all hospitals of the Veterans’ Administration, all facilities 
of such Administration for out-patient services to veterans, and 
all functions of the Veterans’ Administration and the 
trator of Veterans’ Affairs in relation to the foregoing; 
A (3) all general hospitals of the Army in the cortinental United 
States (excluding Alaska) excep: one such hospital designated by 


Adminis 
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the Secretary of the Army to be retained as an Army medical 
center; all station hospitals of the Army in the continental United 
States (excluding Alaska) except station hospitals at outlying 
posts designated by the President as being so located that other 
hospitals of the United Medical Administration would not be near 
enough to provide the care required; and all functions of the 
Secretary of Defense, the Secretary of the Army, and the Surgeon 
General of the Army in relation to the foregoing; 


(4) all general hospitals of the Navy in the continental 
United States (excluding Alaska) except one such hospital desig- 
nated by the Secretary of the Navy to be retained as a Navy 
medical center; all dispensaries of the Navy in the continental 
United States (excluding Alaska) denominated “general dis- 
pensaries”; and all other dispensaries of the Navy in the con- 
tinental United States (excluding Alaska) except dispensaries at 
outlying posts designated by the President as being so located 
that other hospitals of the United Medical Adminisration would 
not be near enough to provide the care required; and all functions 
of the Secretary of Defense, the Secretary of the Navy, and the 
Surgeon General of the Navy in relation to the foregoing; 


(5) all station hospitals of the Air Force in the continental 
United States (excluding Alaska) except one such hospital desig- 
nated by the Secretary of the Air Force to be retained as an Air 
Force medical center, and except station hospitals at outlying 
posts designated by the President as being so located that other 
hospitals of the United Medical Administration would not be 
near enough to provide the care required; and all functions of 
the Secretary of Defense, the Secretary of the Air Force, and the 
Air Surgeon in relation to the foregoing; 


(6) the four civilian hospitals in the Canal Zone under the 
jurisdiction of the Panama Canal, the dispensaries, clinics, health 
centers, laboratories, and other facilities of the Department of 
Health of the Canal Zone, and all functions of the Panama Canal 
and such Department of Health in relation to the foregoing; 


(7) Saint Elizabeths Hospital in the District of Columbia, 
and all functions of the Federal Security Administrator in relation 
thereto. 


(b) Functions transferred to the United Medical Administration 
under subsection (a) shall be vested in the Administrator, and be 
exercised by him through such officers and units of the United Medical 
Administration as he may designate. 

(c) The property, records, and unexpended balances of appro- 
priations, allocations, and other funds (available or to be made 
available), and the personnel, which the Director of the Budget shall 
determine relate primarily to the functions transferred by subsection 
(a) are transferred to the United Medical Administration for use in 
the administration of the functions so transferred. Any of the 
personnel transferred which the Administrator of the United Medical 
Administration shall find to be in excess of the personnel necessary 
for the administration of the functions transferred to the United 
Medical Administration shall be retransferred under existing law to 
other positions in the Government or be separated from the service. 
When personnel of the armed forces are transferred under this sub- 
section, such transfers shall be only for such periods as the President 
determines may be necessary to assure that the hospitals transferred 
remain at all times adequately staffed. 

(d) Any member of the Army, Navy (including the Marine 
Corps), or the Air Force, or of any reserve component of either 
when in an active-duty status, may be assigned or detailed for duty 
or training in the United Medical Administration. The assignment 
or detail, or the transfer, of any such member to the United Medical 
Administration shall be without loss of or prejudice to his status in 
the Army, Navy, or Air Force, or reserve component thereof. 

PROFESSIONAL PERSONNEL 

Sec. 5. (a) There shall be established in the United Medical 
Administration a professional career service to be known as the United 
Health and Medical Services. Persons appointed in the United Health 
and Medical Services shall be subject to the provisions of and entitled 
to the benefits under the Civil Service Retirement Act of May 22, 
1920, as amended, but otherwise shall be subject only to the provisions 
of this section and the rules and regulations of the President and 
of the Administrator promulgated or issued pursuant thereto. 

(b) Any person to be eligible for 


United 
Health and Medical Services must— 


appointment in the 
(1) be a citizen of the United States; 

(2) for appointment as a physician—hold the degree of doctor 
of medicine or of doctor of osteopathy from a college or university 
approved by the Administrator, have completed an approved intern- 
ship, and be licensed to practice medicine, surgery, or osteopathy 
in one of the States or Territories of the United States or in 
the District of Columbia; 


(3) for appointment as a dentist—hold the degree of doctor 
of dental surgery, or its equivalent, from a college or university 
approved by the Administrator, and be licensed to practice dentistry 
in one of the States or Territories of the United 


eof States or in 
the District of Columbia; 


(4) for appointment as a nurse—have successfully completed 


a full course of nursing in a recognized school of nursing, 
approved by the Administrator, and be registered as a graduate 
nurse in one of the States or Territories of the United States 
or in the District of Columbia; 

(5) for appointment to auxiliary professional positions—hold 
a bachelor’s degree from a college or university approved by the 
Administrator and have received, either in graduate 


ive study or 
otherwise, special training in scientific subjects 


determined — by 
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the Administrator to be related to the health and medical field 
and to qualify such person for such position; 

(6) for appointment to other auxiliary positions— have such 
training and experience as health technologists or administrators, 
and have such other qualifications, as the Administrator may 
prescribe. 


(c) Appointments in the United Health and Medical Services 
shall be made only after qualifications have been satisfactorily estab- 
lished in accordance with the regulations prescribed by the Adminis- 
trator. Initial appointments shall be for appropriate probationary 
periods, to be prescribed by the Administrator, and the record of 
each person serving under such an appointment shall be reviewed 
from time to time by an appropriate board, appointed in accordance 
with regulations of the Administrator, and if such board shall find 
the appointee not fully qualified and his service not fully satisfactory, 
he shall be separated from the service. 

(d) Promotions of persons within the United Health and Medical 
Services shall be made only after examination given in accordance 
with regulations prescribed by the Administrator. Ordinary promotions 
within grade may be made in increments of the minimum pay of the 
grade in accordance with regulations prescribed by the Administrator. 

(e) Notwithstanding any other law, the Administrator shall by 
regulation prescribe the hours and conditions of employment, and 
leaves of absence, of persons in the United Health and Medical 
Services. 

(f) The Administrator, under such regulations as he shall prescribe, 
shall from time to time appoint boards in the United Health and 
Medical Services, to be known as disciplinary boards, each such board 
to consist of not less than three nor more than five persons in the 
United Health and Medical Services, senior in grade, to determine, 
on notice and fair hearing, charges of inaptitude, inefficiency, or 
misconduct of any person employed therein. The Administrator shall 
appoint the chairman and secretary of the board, each of whom shall 
have authority to administer oaths. The Administrator may designate 
or appoint one or more investigators, to assist each disciplinary board 
in the collection and presentation of evidence. Any person answering 
charges before a disciplinary board may be represented by counsel of 
his own choice. A disciplinary board, when in its judgment charges 
are sustained, shall recommend to the Administrator suitable disci- 
plinary action, within limitations prescribed by the Administrator, 
which may include reprimand, suspension without pay, reduction in 
grade, or discharge from the United Health and Medical Services. 
The Administrator shall either approve the recommendation of the 
board, approve the recommendation with modification or exception, 
approve the recommendation and suspend further action at the time, 
or disapprove the recommendation. He shall cause to be executed 
such action as he approves, and his decision shall be final. 

(zg) The powers, functions, and duties of the Administrator under 
this section shall be subject to and be exercised in accordance with 
such rules relating to personnel as may be prescribed by the President 
under section 1753 of the Revised Statutes, as amended. 

COMPENSATION SCHEDULES 

Sec. 6. (a) Within the limits of such maximum and minimum 
rates of basic compensation for civilian officers and employees in the 
executive branch of the Government as Congress may from time to 
time prescribe, the President is authorized to promulgate from time 
to time schedules and rules governing the rates of basic compensation 
to be paid to persons in the United Health and Medical 
Rules promulgated by the President pursuant to this section shall, 
to the extent prescribed by the President therein, supersede existing 
laws, regulations, orders, and directives fixing the races of pay of the 
officers and employees covered thereby, or providing for placing their 
positions in grades or classes for pay purposes. 

(b) The Administrator may, as hereinafter provided, rate any 
person holding a position in the United Health and Medical Services 
as a specialist, but no person shall at any one time hold more than 
one such rating. A person so rated as a specialist shall receive, in 
addition to his basic pay, an allowance equal to 25 per centum of such 
pay, if and for as long as the major part of his duties involves the 
practice of such specialty (as determined by the Administrator) 

(c) A physician in the United Health and 
Medical Services may be rated as a specialist only if he is certified 
as a specialist by an American specialty board, recognized by the 
Administrator where such boards exist, or if no such boards exist, 
only if he has been examined and found qualified by a board appointed 
by the Administrator from specialists in the United Health and 
Medical Services holding ratings in the specialty to which the candi- 
date aspires. If there should be an insufficient number of specialists 
in the United Health and Medical Services rated in the specialty 
in question, who are readily available to constitute such a board, 
the Administrator may substitute consultants with comparable qualifica- 
tions employed under section 8 of this Act. 

(d) A person holding. a position other than that of physician may 
be rated as a specialist only if he is possessed of such advanced or 
postgraduate training making him specially expert in a particular sub 
division of the health field, as the Administrator may prescribe. 
DETAIL OF PERSONNEL IN THE UNITED HEALTH 

MEDICAL SERVICES 

Sec. 7. (a) The Administrator 1s authorized to place employees 
of the United Health and Medical Services in schools of the Army, 
the Navy, the Air Force, and in civil institutions of learning, with 
the consent of the authorities concerned, for the purpose of increasing 
the professional knowledge or technical training of the personnel 
of the United Health and Medical Services, and, subject to available 
appropriations, to pay for tuition, transportation, and educational fees of 
personnel so placeu. A person authorized to attend a course of train- 
ing shall be required to reimburse the Administrator for the expenses 
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thereof if such person voluntarily leaves the United Health and 
Medical Services within a period, beginning with the completion of 
such course, less than three times as long as the period of such 
training. 

(b) Persons in the United Health and Medical Services may. 
with the approval of the Administrator, as part of their duties attend 
meetings of associations for the promotion of medical and related 
sciences, and the Administrator is authorized to pay the expenses, 
except membership fees, of such attendance. 


TEMPORARY OR PART-TIME PERSONNEL 

Sec. 8. The Administrator may employ, without regard to the 
civil-service laws or the Classification Act of 1923, as amended, or 
any of the other provisions of this Act, physicians, dentists, and nurses 
on a temporary full-time, part-time, or fee basis, and such other 
professional, technical, clerical, skilled, and unskilled personnel on a 
temporary full-time or part-time basis at such rates of pay as he may 
prescribe. No temporary full-time appointment shall be for a period 
of more than ninety days. 

TEMPORARY PROVISIONS 

Sec. 9. (a) The Department of Medicine and Surgery of the 
Veterans’ Administration is abolished, except that persons holding 
positions in the Medical Service, the Dental Service, the Nursing 
Service, or the Auxiliary Service of such Department, who are trans- 
ferred to the United Medical Administration under the provisions of 
this Act, shall be continued in their present positions until the Admin- 
istrator shall have determined their qualifications for appointment in 
the United Health and Medical Services. 

(b) The Public Health Service, transferred to the United Medical 
Administration under section 4, shall continue as such in the United 
Medical Administration, except that no new commissions therein shall 
be issued, and any officer therein may resign his commission and 
accept appointment in the United Health and Medical Services. 

<FFECTIVE DATE OF TRANSFERS 

Sec. 10. The transfers provided for in section 4 of this Act 
shall take effect sixty days after the date of the enactment of this Act. 


NEW ASSOCIATE CHIEF OF CHILDREN’S BUREAU 


On June 2, 1949, Dr. Leona Baumgartner became Asso- 
ciate Chief of the Children’s Bureau, succeeding Dr. Martha 
M. Eliot who has been appointed an Assistant Director Gen- 
eral of the World Health Organization. 

Serving under Katharine F. Lenroot, Chief of the Chil- 
dren's Bureau, Dr. Baumgartner, who has been Assistant 
Commissioner of Health in New York City, will have special 
responsibility for the Bureau's health services. 

Dr. Baumgartner will administer the Bureau's $18,500,000 
grants to States to extend and improve maternal and child 
health services and services for crippled children. In addition, 
she will advise on the Bureau's investigations and reporting of 
the health needs of children and mothers. 

Dr. Baumgartner comes to the Children’s Bureau after 
12 years of service in the New York City Health Depart- 
ment, including work as a District Health Officer, and as 
director for 8 years of that Department’s Bureau of Child 
Hygiene. In the latter capacity, she supervised foster homes, 
children’s institutions, and day care agencies, as well as the 
Department's health services for mothers and children. 

Trained as a_ pediatrician, Dr. Baumgartner has _ been 
on the pediatric staff of New York Hospital, is Assistant 
Professor of Pediatrics, Public Health and Preventive Med- 
icine at Cornell Medical College, and is licensed to practice 
medicine in New York State. 

Kansas University Alumni gave Dr. Baumgartner their 
Distinguished Service Award for a fellow alumna in 1947, 
and she won the American Design Award for creative work 
in designs for living for children in 1945. At the invitation 
of the French Ministry of Health, Dr. Baumgartner spent 
some time in that country in 1945 as an advisor on child 
health. 

A member of the Executive Board of the American 
Public Health Association and Chairman of its Committee 
on Child Health, she is also a member of the American 
Academy of Pediatrics and of the American Pediatric So- 
ciety. In addition to her medical degree, which she obtained 
at Yale University, Dr. Baumgartner has a Ph.D. in public 
health, also from Yale, and an M.A. in bacteriology and 
immunology from the University of Kansas. At Yale she 
held the Sterling and University fellowship for research; 
later she spent a year of research at the~ Kaiser-Wilhelm 
Institute in Munich, Germany. Before engaging in public 
health work, she had several years’ experience in high school 
and university teaching. 
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ALLEN AND MEILING HEAD NME MEDICAL 


SERVICES DIVISION 


On June 7, 1949, Secretary of Defense Louis Johnson 
announced the appointment of Raymond B. Allen, M.D., Presi- 
dent of the University of Washington, Seattle, Washington, 
as Director of Medical Services for the National Military 
Establishment, and of Richard L. Meiling, M.D., of the Co!- 
lege of Medicine, Ohio State University, Columbus, Ohio, as 
Deputy Director. They assume their duties in the Office of 
the Secretary of Defense about July 1, 1949. 

In announcing the appointments, Secretary Johnson sai |, 
“T am confident that with a Director and Deputy Director «{ 
such high calibre and with the aid and counsel of the Arm 
Forces Medical Advisory Committee, great progress will | 
made toward the objectives of a more unified and effecti\« 
medical service for the Armed Forces.” 

Dr. Allen will continue as Director of Medical Servic: s 
for 3 months to initiate organization of the recently establishe | 
NME Medical Services Division, which will coordina’: 
operation of the medical services of the three military depar - 
ments and related NME agencies. On October 1, Dr. Alle 1 
will return to the University of Washington, and Dr. Meilir : 
will be appointed Director of Medical Services. At that tim , 
Dr. Allen will resume his membership on the NME Armx | 
Forces Medical Advisory Committee. 

The NME Director of Medical Services, under Secreta: . 
Johnson’s directive of May 13, 1949, which established tl. 
NME Medical Services Division, will have responsibility an | 
authority to establish and control general policies, standard-, 
and programs for the entire National Military Establishmen 

Dr. Allen not only is an outstanding member of the medi- 
cal profession, and an educator with broad administrative 
experience, but also has unique experience with the problem: 
of military medicine. He was one of the original members 
of the Armed Forces Medical Advisory Corimittee when it 
was formed last December and has been active in its studies 
of and recommendations concerning problems affecting the 
Armed Services in the fields of medicine and its allied pro- 
fessions. He also was a member of the National Securit, 
Organization of the Commission on Organization of the 
Executive Branch of the Government (Hoover Commission) 
which made an intensive study of the military medical services 
and recommended establishment of a Medical Advisory Board 
in the Office of the Secretary of Defense. In addition, he is 
Chairman of the Special Committee on Civil Defense of the 
Research and Development Board. 

Dr. Meiling, who will assist Dr. Allen ® the initial 
organization of the NME Medical Services Division and tak: 
over the directorship October 1, also has had long and 
intimate experience with military medicine. Outstanding in 
this experience was his work in World War II as the Air 
Evacuation Officer, Headquarters, Army Air Force in 1942 
He then had charge of planning, organization, and adminis 
tration for air evacuation of patients from battlefields and 
world-wide stations to hospitals in the United States. 

Dr. Meiling was graduated from the Army Air Force 
School of Aviation Medicine in 1941 and from the Command 
and General Staff School in 1942. He was one of the original 
members of the Armed Forces Medical Advisory Committe: 
of the National Military Establishment and served as a medi 
cal consultant to the Committee on National Security Organi 
zation of the Commission on Organization of the Executiv: 
Branch of the Government (Hoover Commission). 

The duties of the Director of Medical Services, as define:! 
by Secretary Johnson's directive creating the office, are: 

1. Establishment and control of general policies, standards. 
and programs for the medical services of the three militar 
departments and appropriate agencies of the National Militar 
Establishment. 

2. Exercise general direction, authority, and control over 
administration and utilization of personnel and facilities of th: 
medical services of such departments and agencies through th: 
heads thereof. 

3. Such other duties with respect to the medical servic« ; 
of the National Military Establishment as the Secretary « ° 
Defense may direct. 


Volume 48 
Number 11 


Biographical sketches follow : 

Dr. Raymond Bernard Allen has been president of the 
University of Washington, Seattle, Washington, since 1946. 
He was born in Cathay, North Dakota, August 7, 1902, the 

n of Anthony J. and Ellen (Faulkner) Allen. He is a 
eraduate of the University of Minnesota, B.S., 1924; M.A., 
1925; M.S., M.D., 1928; Ph.D., 1934. Other scholastic honors 

‘ude LL.D., Tulane, 1946; University of Illinois, 1946; Lake 

rest University, 1946. 

From 1928 to 1930, Dr. Allen was engaged in general 

dical practice in Minot, North Dakota. He was a fellow 

the Mayo Foundation, 1930-1933; associate dean in charge 
graduate studies, College of Physicians and Surgeons, 
lumbia University, 1934-1936; associate director, New York 
st-Graduate Medical School and Hospital, Columbia Uni- 
rsity, 1933-1936; dean, Wayne University College of Medi- 

e, Detroit, 1936-1939; executive dean, Chicago Professional 

lleges of University of Illinois (Medicine, Dentistry and 
‘harmacy), September 1930-1946; dean, College of Medicine, 
(niversity of Illinois, September 1943-1946. 

Dr. Allen is a fellow of the American College of Phy- 

ians and a past member of the Academy of Medicine of 
New York, the Institute of Medicine of Chicago, and the 
Detroit Academy of Surgery. He also is a member of Sigma 
\i, Alpha Omega Alpha, Phi Delta Kappa, and Phi Beta 
Kappa (honorary). He is chairman of the Washington State 
Committee for Reorganization of the Executive Branch of 
the Federal Government. 

Dr. Allen is author of numerous contributions to medical 
and educational literature. 

Dr. Richard L. Meiling has been Assistant Professor, 
Department of Obstetrics and Gynecology, College of Medi- 
cine, Ohio State University, Columbus, Ohio, since 1947. 
Previously, from October 7, 1940, until 1946, when he became 
a Colonel in the Medical Corps Reserve, he was in active 
military service. 

Dr. Meiling was born in Springfield, Ohio, December 21, 
1908, the son of Lester L. and Matilda (Lobenherz) Meiling. 
He received his A.B. from Wittenberg College, Springfield, 
Ohio, in 1930, and his M.D. from the University of Munich, 
Germany, in 1937. In 1941, Dr. Meiling was graduated from 
‘he Army-Air Force School of Aviation Medicine and was 
graduated from the Command and General Staff School 
in 1942. 

During 1942, Dr. Meiling was Assistant Surgeon, First 
Air Force and Eastern Defense Command. From 1943 to 
1944, he was consecutively Chief, Plans Division, Office of 
The Air Surgeon, HQ., AAF, Air Evacuation Officer, Hq., 
AAF, and Special Assistant to The Air Surgeon, Hq. AAF. 

In September, 1942, Dr. Meiling was placed in charge 
of the evacuation of military patients from battlefields and 
from world-wide stations to hospitals in the United States. 
Beginning with the evacuation of 20 patients during the first 
month, by the end of the war more than two million patients 
had been moved by the Air Force system, which Dr. Meiling 
planned and set up. 

During 1944, Dr. Meiling was Assistant Surgeon, 20th 
Air Force, and thereafter, through 1945, he was Chief, Morale 
Division, U. S. Strategic Bombing Survey (Europe). He 
was awarded the Secretary of War Commendation Ribbon 
in 1942 and the Legion of Merit in 1945. Following his change 
to reserve status, in 1946, Dr. Meiling has been serving since 
1948 as a consultant to The Surgeon General of the Army 
and The Air Surgeon. 

Dr. Meiling is a diplomate of the American Board of 
Obstetrics and Gynecology and a member of the Central 
Association of Obstetricians and Gynecologists, the Aero 
Medical Association, the Royal Society of Medicine, London, 
England, the Association for Study of Internal Secretion, 
the American Medical Association, the Ohio State Medical 
Association, the Columbus Academy of Medicine, the Colum- 
bus Surgical Society, and the Columbus Obstetric and Gyne- 
cologic Society. His fraternity memberships include Phi 
Kappa Psi (college) and Alpha Kappa Kappa (medical). 

Dr. Meiling is a member of the American Legion, the 
Reserve Officers Association, the Air Force Association, and 
the Air Reserve Officers Association. 
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NEW CANCER RESEARCH PROJECTS 

Factors in the human environment that may influence the 
development of lung cancer will be studied under a National 
Cancer Institute grant, Federal Security Administrator Oscar 
R. Ewing announced June 27. This is one of thirty-six special 
cancer control project grants, totalling $550,802, approved by 
Surgeon General Leonard A. Scheele, Public Health Service, 
following action by the National Advisory Cancer Council. 

The respiratory cancer investigation, to be conducted by 
the California State Department ‘of Public Health, will seek 
possible causal factors through employment history studies of 
some 500 lung cancer cases. Where the history of the patient 
indicates possible occupational exposure, follow-up studies will 
be made by qualified industrial hygiene engineers and chemists 
to discover the source of the suspected hazard and the feasi- 
bility of protective measures. This study is the sixth investiga- 
tive project on environmental carcinogens aided by the 
National Cancer Institute, other aspects of this problem being 
under study in New York, Pennsylvania, Ohio, Colorado, and 
New Jersey. 

The search for an accurate cancer diagnostic test will be 
assisted by National Cancer Institute grants to the University 
of Tennessee College of Medicine and the University of 
Kansas Medical Center. Many laboratory tests for cancer 
have been reported. However, many of these have proven un- 
reliable. The others, which may be of value, have not been 
sufficiently tested. Since early cancer, in many cases, is curable 
by surgery or radiation therapy, an accurate test for finding 
early cases would make possible a great reduction in cancer 
mortality, even without discovery of the long-sought cancer 
“cure.” The purpose of these two projects will be to evaluate 
a number of reported cancer diagnostic tests and develop those 
which appear most promising. This work will be coordinated 
with a University of Washington project already under way 
with National Cancer Institute aid. Cancer tests to be studied 
at the three institutions include the recently reported Huggins 
iodoacetate index test, Black plasma coagulation tests, Black 
dye reduction test, cholinesterase test, Roffo neutral red test, 
Munro protective colloid test, and Bendien colloidal vanadate 
test. 

Efforts to discover other cancer diagnostic tests also re- 
ceived National Cancer Institute aid. These include work at 
the University of Washington on the preparation of suitable 
antigens for complement fixation tests; test investigations at 
the Medical College of Alabama; and continued research on 
the cytologic test for cancer at the University of California 
under Herbert F. Traut, M.D., who, with George Papanicolaou, 
M.D., pioneered in the development of this widely accepted 
technic for finding early uterine cancer. 

The special cancer control grants of the National Cancer 
Institute are available to State and local health agencies, uni- 
versities, hospitals, and other nonprofit organizations. Their 
purpose is to assist the development of cancer control methods 
and services for which local funds are not available. 


NEW EDITION OF “PRENATAL CARE” 
A completely rewritten edition of “Prenatal Care” was 
released in June by the Children’s Bureau, Federal Security 


Agency. Oldest of the Bureau’s booklets for parents, more 
than 9 million copies have been distributed since it was first 
published in 1913. 

While earlier editions stressed the need for medical care 
during pregnancy, they were confined largely to the personal 
hygiene of the mother, preventing complications, and preparing 
for confinement, usually for home delivery. Furthermore each 
point was treated in considerable detail. There was good 
reason for such specific information. In the early days few 
mothers were delivered by physicians, much fewer in hos- 
pitals. Even as recently as 1935, fewer than 40 per cent of all 
live births were in hospitals. Detailed directions given in the 
first editions of the booklet were helpful to midwives, fathers, 
friends, and others in attendance. 


Today, in contrast, about 85 per cent of all live births 
are attended by physicians in hospitals, and another 10 per 
cent are attended by physicians outside of hospitals. Accom- 
panying this jump in hospital births has been a substantial 
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increase’ in recent years in medical care during pregnancy by 
physicians, either in private practice or in public clinics. 

“Early and continuing medical care is just as important 
during pregnancy as it has always been,” Katharine F. Len- 
root, Chief of the Children’s Bureau, stated in releasing the 
latest edition of “Prenatal Care.” “But today the concept 
of good care for the mother and baby has broadened. We 
think more in terms of maternity care, which includes medical 
supervision from early pregnancy through the birth of the 
baby and for several weeks after. Healthy mothers and babies, 
comfortable pregnancies, and safe outcome of labor anc the 
development of a happy mother-child relationship are the goals 
of good maternity care.” 

Pointing out that the booklet is no substitute for medical 
care, Miss Lenroot said the scope of the new edition has been 
broadened in order to supplement the advice doctors give ex- 
pectant mothers and fathers. 


Medical drawings of the embryo and the fetus at various 
stages, included in “Prenatal Care” for the first time, help to 
explain the discussion of the physical changes in pregnancy. 
Morning sickness, the Rh factor, premature birth, and the 
importance of blood tests, are a few of the many things dis- 
cussed informally in the booklet. The expectant mother is 
urged to consult regularly her physician, preferably one with 
special training in obstetrics. 

Mental health is discussed at much greater length than 
in previous editions. One section deals with the thoughts and 
feelings of the expectant mother, another points out the im- 
portance of the father’s role, and still another suggests ways 
to prepare other children for the new addition to the family 
so they will not feel neglected. 

The franker attitude toward pregnancy, as well as the 
increasing medical care by physicians, makes childbearing 
easier today. An indication of the franker point of view is 
the greatly increased demand for “Prenatal Care” in recent 
years, even in proportion to the larger number of expectant 
mothers than there were a decade or more ago. 

Before publication the booklet was reviewed by a wide 
range of obstetricians, pediatricians, psychiatrists, nutritionists, 
nurses, and other specialists, to make sure that it reflects the 
best current practices in good maternity care. 

Running some 60 pages, single copies of “Prenatal Care” 
are available to parents and professional workers without 
charge from the Children’s Bureau, Federal Security Agency, 
Washington 25, D. C. Copies may also be purchased from 
the Superintendent of Documents, Government Printing Office, 
Washington 25, D. C., at 15 cents each, with the usual 25 per 
cent discount on 100 or more copies. 


PROGRESS IN FIGHT AGAINST DISEASE 

Continued success in the fight against many diseases and 
disabling conditions was forecast by Surgeon General Leonard 
A. Scheele in the 1948 annual report of the Public Health 
Service. 

The report records progress made by the Service in the 
prevention and treatment of illness through grants-in-aid to 
assist the States and local communities in establishing and 
maintaining community health services and through laboratory, 
field, and clinical research in medical and related sciences. 

The $34,900,000 made available to the States included 
funds earmarked specifically for mental health programs; 
control of venereal disease, tuberculosis, and cancer; and in- 
dustrial hygiene. Payments totaling $575,000 for State- 
conducted surveys of hospital facilities, under the Hospital 
Survey and Construction Act, were also included. 

Among its laboratory research accomplishments, the Serv- 
ice developed a new drug which may cure relapsing malaria. 
Study of the action of viruses on bacteria may lead to more 
effective methods for preventing, diagnosing, and treating 
virus diseases, such as chickenpox, poliomyelitis, measles, 
mumps, and smallpox. Definite progress was made in research 
technics on the common cold, and a new and better vaccine 
was developed for diphtheria and whooping cough. 

Construction went forward on the large clinical center 
for which Congress authorized $40,000,000. This center will 
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make possible the coordination of fundamental and clinical 
research in such special problems as cancer, heart diseases, 
and diseases of the nervous system. Facilities of the center 
will be open to scientists from other public and private in- 
stitutions. 

Among the outstanding accomplishments in clinical re- 
search were the development of a therapy for the toxemia of 
pregnancy and a technic for control of pain during childbirt! 
in mothers with tuberculosis, heart disease, and debilitatin: 
afflictions. This work was carried on in conjunction wit) 
graduate courses conducted under the supervision of the Sery 
ice at two medical centers, where several hundred physician; 
were trained in the use of continuous caudal analgesia. 

Scientists who receive research grants from the Publi: 
Health Service likewise reported considerable progress. Fc 
example: A drug more effective in some conditions than drug 
commonly used has been developed to relieve such allergi 
reactions as hay fever, rhinitis, and skin rashes. The minimur 
time necessary for the cure of syphilis may be significant] 
decreased. Substances have been found to prevent pleuris) 
The search for a more effective vaccine against influenza i 
showing encouraging results. Three important  surgica 
technics have been developed for the treatment of hear 
disease. 

Public Health Service field studies in the control of hear 
disease should soon yield improved technics and equipmen 
for its early detection. A method for screening for diabete 
has been developed, and efforts are under way to simplif: 
testing for diabetes on a mass basis. 

In the field of international health, the Service has bee 
closely identified with the World Health Organization. 

A Health Emergency Planning Unit was established to dravy 
plans for public health services in peacetime emergencies and 
to work with other Government agencies in laying the ground 
work for the protection of the civilian population in periods 
of national emergency. 

The report also recounts new developments—establishment 
of a National Heart Institute and National Dental Institute, 
the passage of the Water Pollution Control Act, and in- 
creased grants to scientists for research—which may be ex- 
pected to open additional avenues to better health for the 
American people. 


AUREOMYCIN IN WHOOPING COUGH 


Scientists of the Public Health Service, Federal Security 
Agency, believe they may be on the way to developing a more 
effective treatment for whooping cough, according to a report 
contained in the May 13 issue of Public Health Reports. 

Whooping cough is a universally prevalent disease of 
childhood for which an effective, easily administered treat- 
ment is urgently needed. Current studies indicate that aureo- 
mycin, a relatively nontoxic antibiotic which can be given by 
mouth, may shorten the course of the disease and lessen its 
intensity. 

Work on treatment of pertussis with aureomycin was 
undertaken at the National Institutes of Health, research 
branch of the Public Health Service, in December, 1948. 

The early favorable results of the laboratory experiments 
justified a clinical investigation which was promptly under- 
taken. So far, twenty patients have been treated in their homes 
with aureomycin, with apparently beneficial results. 

Laboratory investigations revealed that aureomycin hydro- 
chloride, when injected under the skin of mice infected with: 
the disease, prevented deaths. Small doses of the drug given 
at 12-hour intervals over periods of 8 days were more effec- 
tive than larger doses given over.a short period of time. 

The preliminary clinical trials suggest that aureomycit 
given orally shortened the clinical course of the disease when 
compared with 380 untreated cases. Complete recovery in : 
few days was observed in some of the cases in which the dru: 
was given early in the course of the disease. In practicall) 
all cases, however, a prompt although gradual diminution i: 
the frequency and intensity of severe coughing spells wa 
observed. No unfavorable effects resulted from treatment. 

The scientists stated in their report that further clinica 
trial is necessary before aureomycin’s value for general us 
in whooping cough is established. 
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